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BALTIMORI 


In a previous paper we reported a case of scarlet fever and streptococcus 
septicemia, complicated with erysipelas of the face and head, in which there 
was a rapid disappearance of the erysipelas following the intravenous injection 
of mercurochrome. The temperature, which had reached between 104 and 
105 F. daily, was again 105, the pulse rate 140 and respiration 37. There was n 
improvement in the general condition. A blood culture showed Streptococcus 
hemolyticus. The urine contained albumin, casts, pus and streptococci on 
culture. Erysipelas, which had been present for four days, had spread markedly 
from the mouth to the cheek on both sides, to the occipital region back to the 
right ear and upward toward the right eye, the lids of which were edematous 
and closed. There was a leukocytosis of 36,960. The patient was delirious 
The tonsils and glands of the neck were so greatly swollen that the patient 
was unable to swallow. The condition had been growing worse steadily for 
four days, and the patient's life was despaired of. The last blood culture 
showed 38 colonies of Streptococcus hemolyticus to 1 c.c. of blood. It was then 
decided to administer mercurochrome-220 soluble intravenously. On March 8, 
at 9 p. m., an intravenous injection of mercurochrome, 15 c.c., 1 per cent. 
solution, equal to 7.5 mg. per kilogram of the patient’s body weight, was given. 
There was no marked reaction, and in a few hours the patient was distinctly 
improved. The next morning he was able to talk with the nurses and asked 
for food and drink. Blood culture taken twelve hours after the injection was 
reported sterile, as were numerous subsequent cultures. The temperature 
dropped from 105 to 101 F. within fifteen hours after the injection. On March 10, 
the erysipelas had almost completely disappeared, and the subcutaneous edema 
was mostly absorbed, except in the upper portion of the right ear. Desquamation 
was in full progress over the entire face. The eyelids had returned to normal; 
the swelling of the tonsils and cervical glands was approaching normal, and 
the condition of the patient was excellent. On March 12, the face was normal 


*From the James Buchanan Brady Urological Institute, Johns Hopkins 
Hospital, Baltimore. 

1. Birkhaug, K., and Young, H. H.: Cure of Scarlet Fever Complicated 
with Erysipelas and Streptococcus Septicemia, by Intravenous Injection of 
Mercurochrome-220 Soluble, J. A. M. A. 83:492-494 (Aug. 16) 1924. 
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in appearance, of good color, and all evidence of the erysipelas had completely 
disappeared, with the exception of slight desquamation. The urine was clear; 
it was free from albumin, pus, casts and infection. The patient’s convalescence 
was rapid and complete. 


The report of this case, which was the first in which mercurochrome 
intravenously was shown to be of value in skin infections, led to its use 
in numerous other skin diseases, and we are now able to present more 
than 100 cases which we think worthy of careful analytical study. 

In previous papers we have called attention to the use of mercuro- 
chrome intravenously in the treatment of various infections, and have 
also shown gentian-violet to be successful in certain coccal infections. 
In 1919, we presented a new germicide for use in the urinary tract,’ 
mercurochrome, and cited numerous local conditions in which it had 
been employed. In this and later papers we pointed out that the drug 
was a valuable antiseptic in the urinary tract because it was a penetrating 
dye, remarkably stable and lasting in its efficiency, little irritating to 
tissues, comparatively nontoxic and not coagulating albumin or urine. In 
these and other papers we showed that it could be injected into the 
blood stream in dogs in doses up to 10 mg. per kilogram of body weight 
in the form of a 1 per cent aqueous solution with impunity, and 
although slight albuminuria and a few casts were present after such 
doses, the urine rapidly became normal, and no permanent damage 
resulted. A killed animal which had received 10 mg. per kilogram 
showed the glomeruli normal throughout, the tubules with a marked 
swelling of the cells which in many cases practically occluded the lumen, 
and in some places a slight but definite loss of epithelium. Subsequent 
use in human beings demonstrated that the drug could be used with 
impunity up to 5 mg. per kilogram and repeated several times. 
Occasionally at this dose and when doses of 7 and 8 mg. per kilogram 


were used and repeated, albumin and a few casts appeared, but in all 


of these cases they disappeared after a few days, and no case ot 
permanent renal lesion as a result of mercurochrome, even in large 


doses, has been encountered clinically. 


Our experiments on animals were confirmed by Piper,® who also gave it 
to a woman dying from puerperal septicemia and in other cases without evidence 
of injury, in doses of 5 mg. per kilogram of body weight. The first clinical 
case in which the value of mercurochrome as an intravenous germicide 
was positively demonstrated was that of a man admitted to this hospital on 
Dec. 30, 1922, complaining of pain in the kidney. Ureteral catheterization 
showed pus from both sides. Following the treatment the patient developed a 

2. Young, H. H.; White, E. C.. and Schwartz, E. O.: A New Germicide 
for Use in the Genito-Urinary Tract: “Mercurochrome-220,” J. A. M. A. 78: 
1483 (Nov. 15) 1919. 

3. Piper, E. B.: Am. J. Obst. & Gynec. 4:532 (Nov.) 1922. 
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chill and fever and was admitted to the hospital, Jan. 2, 1923, with a tem- 
perature of 103.4 F. and in a very toxic condition. On the following day the 
patient was irrational, the temperature was high and the blood culture showed 
140 colonies of colon bacilli to the cubic centimeter. The patient was seen in 
consultation with the Medical Department. The diagnosis of general septicemia 
was confirmed, and the patient, thought to be moribund, was given four hours 
to live. At this point, in conjunction with Dr. Colston, it was decided to inject 
mercurochrome intravenously in a dosage of 5 mg. per kilogram. The 
patient received 34 c.c. of a 1 per cent. solution in the vein of the arm. 
The temperature rose to 104 at midnight, but in six hours had dropped to 
normal. In a few hours he became rational, and the following morning his 
condition was completely transformed. The temperature was normal, and he 
said that he felt quite well. Subsequent cultures remained sterile, and the 
patient was discharged from the hospital well six days later. Cultures from 
urine were also sterile. This case, which was the first positive demonstration 
of the value of mercurochrome as an intravenous germicide against septicemia 
and urinary infection, opened the possibility of a much wider clinical application 
of the research which had been commenced six years before in an effort to 


produce a new urinary germicide. 


In a paper read before the Academy of Medicine of Cleveland, 


Oct. 17, 1924,4 a study of 255 cases in which mercurochrome had been 


used intravenously was presented. Among them were interesting cases 
of infections of the skin and subcutaneous tissues, such as cellulitis, gas 
bacillus infection, ulcerative balanoposthitis and one case of psoriasis. 
\ little later there appeared an interesting paper by Jackson and 
Johnston ® in which the use of mercurochrome in the treatment of 
erysipélas was again brought forward, with a presentation of seventeen 
cases, many of which showed a remarkably rapid disappearance of the 
disease after intravenous injection. Their conclusions were that in a 
few of their cases there was no apparent benefit. In several of the 
cases brilliant results were noted, especially in cases of blebs and blisters. 
Spreading of the lesion was checked; the temperature declined and 
remained down. In the recurrent cases satisfactory results were noted. 
The lesions faded in one or two days, convalescence being established 
within ten or twelve hours after administration of the drug. 

In a recent extensive clinical and laboratory study *° in which 57 cases 
of septicemia, 22 cases of pneumonia, 32 cases of nongonorrheal genito- 
urinary infection, 37 cases of complicated gonorrhea, 5 cases of arthritis, 
3 cases of phlebitis and 25 miscellaneous infections were reported by 
us, there was included an analytical study of 32 cases of skin infections, 
including 8 cases of erysipelas, 4 of furunculosis, 18 of cellulitis, abscess 
and gangrene and 2 of pemphigus. These studies have shown so con- 
4. Young, H. H.: Surg., Gynec. & Obst., January, 1925, pp. 97-104. 

5. Jackson and Johnston: Therap. Gaz., Dec. 15, 1924. 
6. Young, Hill and Scott: The Treatment of Infectious Diseases with 
Mercurochrome-220 Soluble, Arch. Surg. 10:813-924 (May) 1925. 
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clusively that we have in mercurochrome an intravenous drug of 
great value in the treatment of infectious diseases of the skin, that it 
seems desirable to bring together in a special article the cases which 
have rapidly accumulated during the last few months, in order to pre- 
sent to those who are especially interested all the facts to date. The scope 
of the present article is as follows: erysipelas, 24 cases ; furunculosis and 
carbuncles, 11 cases; chancroidal ulcerations, 4 cases; cellulitis and 
abscesses, 36 cases; miscellaneous gangrenous infections of the skin, 
3 cases ; pemphigus, 3 cases ; psoriasis, 4 cases ; eczema, 1 case; syphilis, 
1 case ; leprosy, 44 cases—a total of 131 cases. 


ERYSIPELAS 


At present we have available for analysis twenty-four cases of 
erysipelas in which the patients were treated intravenously with mercuro- 
chrome. The results are as follows: 


1. Prompt cure, without relapse, fourteen cases, or 58.3 per cent. Eleven 
of these patients received only one injection, the dosage usually being high, not 
less than 20 c.c. of a 1 per cent. solution, in one case, that of a child, 7.5 mg. 
per kilogram of body weight being given. Three patients received two injections 
of from 20 to 30 c.c. of a 1 per cent. solution each. 

2. Prompt cure, followed by relapse and subsequent cure by further mercuro- 
chrome therapy, three cases, or 12.5 per cent. In these cases from two to four 
injections were given of from 20 to 30 c.c. of a 1 per cent. solution. 

3. Marked improvement, three cases, or 12.5 per cent. One of these patients 
received one dose of 5 mg. per kilogram of body weight; one patient teceived 
30 c.c. of a 1 per cent. solution and the third patient two injections, twenty- 
four hours apart, both of 25 c.c. of a 1 per cent. solution. 

4. Cure of erysipelas, the patient dying from exhaustion of dementia, on 
case. The treatment consisted of two injections, both of 25 c.c. of a 1 per cent 
solution. 

5. Failed, three cases, or 12.5 per cent. One patient received one dose of 
22 c.c. of a 1 per cent. solution; one patient received one dose of 35 c.c.; the 
dosage in the third case is unknown. Two of these were moribund when treated. 


It is evident from this that of twenty-four cases of erysipelas, 
twenty patients, 83.3 per cent, not including the patient who died, were 
cured or greatly improved. This is an unusually high record for 
chemotherapeutic action. 

The untoward symptoms were diarrhea and stomatitis. In all of 
the cases except two diarrhea occurred. In one case there appeared an 
alarming diarrhea complicated with hemorrhage from the bowel, four 
days after injection of mercurochrome. In the incontinent cases the 


nurses reported profuse and continuous diarrhea. Stomatitis was noted 
in three cases: one was severe, resulting in ulceration of the gums and 
extraction of teeth. In two cases of epilepsy one patient had severe 
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convulsions for several days after the injection. One patient complained 
for several weeks of weakness and pain in the arm following the escape 
of a few drops of solution into the subcutaneous tissue. 

Analyzing the three failures, one patient received only one injection ; 
22 c.c. 1 per cent. mercurochrome was given. In the second case 
the patient died, “necropsy findings revealing cause of death as 
erysipelas, chronic degenerative myocarditis, acute glomerular nephritis, 
passive congestion of liver and lungs.” The third case was also a 
desperate one ; the patient died three days after the injection of mercuro- 
chrome. Necropsy findings revealed the cause of death as erysipelas 
with complications, as in the previously cited case. 

Recapitulating, therefore, we find that among twenty-four cases of 
erysipelas there is only one recorded failure, in which only one dose 
was given. The two moribund patients who died within a day or two 
after injection of the drug can justly be excluded. 

We cite a few of the most interesting cases of erysipelas with com- 
ments of the physicians who attended these patients. 


Case 155 (Dr. Smith).*—Generalized erysipelas; “appeared moribund.” Four 
intravenous injections of mercurochrome-220. Recovery. 

A man, weighing 130 pounds (59 kg.), was admitted to the hospital, March 
15, 1923, with extensive erysipelas of the face. The patient was treated for two 
weeks with antiseptic applications and opiates to relieve the pain. On March 
29, the midnight temperature was 104.2 F. The patient was weak, irrational and 
stuporous, and there was extensive erysipelas of the face, back, neck and arms, 
and also a conjunctivitis. He was completely exhausted and appeared to be 
moribund when Dr. Smith decided to give mercurochrome-220 intravenously 
as a last resort. There was no reaction; the fever subsided in twelve hours. 
Four injections were administered (26, 30, 25 and ? c.c., 1 per cent.). Two 
weeks after the fourth injection of mercurochrome-220, the patient was prac- 
tically well, and in about one month he was discharged from the hospital. Dr. 
Smith considered the result of mercurochrome in this case wonderful. 

Case 156 (Dr. Abraham).—Erysipelas. Intravenous injection of mercuro- 
chrome, 5 mg. per kilogram. Reported cured. 

A man, aged 44, was admitted April 5, 1924, with typical erysipelas of the 
face and a temperature of 103 F. On April 8, the erythema had spread over the 
face, neck and chest. Both eyes were swollen and shut, and both ears were 
markedly swollen. Mercurochrome, 5 mg. per kilogram, was given at 8 a. m. 
On the following day, the patient apparently was cured. On April 10, all 
swelling had disappeared and there was a marked scale. On September 7, the 
patient was still well. . 

Case 157 (Dr. Bland).—Erysipelas. Intravenous injection of 28 c.c. of 1 per 
cent. mercurochrome. Rapid disappearance. 

A woman, aged 24, with a history of several attacks of erysipelas, on May 4, 
1924, had another attack. She had facial erysipelas extending across the bridge 

* The full names and addresses of the physicians who have furnished us 
their clinical notes, which are abstracted here, are to be found in our paper in 
the Archives of Surgery 10:813, 1925. 











470 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


of the nose. The lymphatic glands were enlarged and painful. She looked sick. 
The temperature was 103.6 F., the pulse rate 116. Mercurochrome, 0.3 mg. 
in 30 c.c. of distilled water was given. In an hour the pain was gone. The 
swelling in the lymph glands disappeared. When Dr. Bland saw her the next 
morning, she was well. He said it was uncanny. 

Case 160 (Dr. Abraham).—Erysipelas. Intravenous injection of mercuro- 
chrome, 5 mg. per kilogram. Reported cured. 

A white man, aged 65, with a history of several attacks of erysipelas and 
severe inflammatory rheumatism, on Nov. 2, 1924, again had facial erysipelas in 
which the right eye was closed. The administration of mercurochrome, 5 mg., 
was followed by chills, the temperature rising from 103 to 105 F., with a drop 
in six hours to 98 F., where it remained. All swelling disappeared in forty- 
eight hours, and a scale appeared. Ultimately the patient was completely cured. 


9244 Nov.3 ov.4 Nov.5. ov.e6 Nov.7 


P.MdAeM. P.MjA.M.P.M.JA.M. P.M.JA.M. 
105. 


104, 


103. M-220 Leve »5MG/KG, 
102 
101, 


100, 


99. 
98. 


Fig. 1 (Case 160)—Temperature before and after intravenous injection of 
mercurochrome-220 soluble, 5 mg. per kilogram of body weight, in a case of 
erysipelas associated with “inflammatory rheumatism.” 


Case 161 (Drs. Roeder and Judd.).—Erysipelas. Intravenous injection of 
mercurochrome. Rapid disappearance. 

W. H. S., a woman, aged 26, had an extensive erysipelatous infection in the 
wound after operation for carcinoma of the breast. The temperature was 104 F. 
and the pulse rate 130 before an intravenous injection of 30 c.c. of 1 per cent. 
mercurochrome. Injection of the drug was followed by chills and a temperature 
of 106.6 F. In twelve hours the temperature had dropped to 100 F., and within 
twenty-four hours the erysipelas had faded remarkably. On the second day, 


the temperature became normal, and the redness of the skin practically dis- 


appeared. 

Case 254 (Drs. Jackson and Johnston).—Erysepelas. Intravenous injection of 
mercurochrome. Rapid disappearance. 

C. S. had extensive facial erysipelas with blebs and vesicles and extensive 
swelling over the face; both eyes were closed. The temperature was 101 F. 
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At 1:30 p. m. 20 c.c. of mercurochrome was given; the temperature rose to 
103.8 F.; the next day it was 100.2 F. The patient had diarrhea. The temper- 
ature rose again, and the patient was again given 20 c.c. of 1 per cent. mercuro- 
chrome. The blebs and vesicles dried after the first injection, but recurred three 
months later. The patient was given 20 c.c. of mercurochrome; the temperature 
rose to 104.4 F., but in twelve hours was normal. The lesions cleared promptly, 
and recovery was permanent. 


Conclusions Concerning Erysipelas—The twenty-four cases of 
erysipelas which we have collected demonstrate without doubt the great 
value of intravenous administration of mercurochrome in this disease. 
When we consider that many of these patients were desperately sick, 
with a daily septic temperature, some with general septicemia and almost 
moribund (according to the statement of the physicians who treated 
them), the results obtained are indeed remarkable. 


FURUNCULOSIS 

An analysis of all of the cases of furunculosis of which we have the 
histories shows that of the total of eleven, ten patients were definitely 
cured by mercurochrome therapy and one markedly improved. The 
cured patients received the following treatment: three received only one 


injection of 10 c.c., 30 cc. and 5 mg. per kilogram of body weight, 
respectively ; three received two doses varying from 25 c.c. of a 1 per 
cent. solution to 4.6 mg. per kilogram; one patient received three doses 
of 4 mg. per kilogram each; three received four injections, varying 
from 10 c.c. of a 1 per cent. solution to 4 mg. per kilogram. The patient 
who improved received three doses of from 3 to 5 mg. per kilogram each. 
The reactions were in general slight or moderate, being marked in only 
three instances. The following cases are cited as typical of the rapid 
action of the drug in this type of infection. 


The first case that came to our notice was that of Dr. R. Sanmartin, Bogota, 
Colombia, who sent us a history of his own case. He had developed a gener- 
alized furunculosis with some deep seated abscesses from which a general septi- 
cemia had resulted. Finally, a deep abscess had formed in the hypogastric 
region, and his condition was grave. He then had intravenous injections with 
20 c.c. of 1 per cent. solution, 3 mg. per kilogram of body weight. This was 
followed by a mild reaction, but a definite improvement in the condition. Three 
days later, he received a second injection of 15 c.c., with less reaction, and six 
days later another injection of 10 c.c. On the following day another injection 
of 20 c.c. was given, which was followed by a violent reaction lasting twelve 
hours. “These last two reactions produced a marvelous result; the septicemia 
and the furunculosis disappeared completely, and I improved so rapidly that I 
was able to take a trip by hydroplane for a distance of 1,000 kilometers to 
3ogota to be operated on for the hypogastric abscess. Culture taken from the 
abscesses showed pure Staphylococcus aureus. I am convinced that employ- 
ment of these injections was my salvation.” 
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In our recent paper in the Archives of Surgery, we presented six 
cases of furunculosis and carbuncles, in all of which the use of mercuro- 
chrome had been effective. We are now able to present eleven cases, the 
details of which we cannot give for lack of space. In these cases it was 
noted that almost immediate improvement and rapid disappearance of 
the lesion followed the use of mercurochrome. Some of these cases are 
worthy of being cited here. 


Case 160.—E-stensive furunculosis of forearm. Interstitial cystitis, median 
bar. Intravenous injection of mercurochrome, 5 mg. per kilogram. Stomatitis 
Rapid cure. 

H. A. S., a man, aged 64, entered the Brady Urological Institute for a pros- 
tatic optration, but for several months he had suffered from extensive furun- 
culosis. On the dorsal surface of the forearm, midway between the wrist 
and the elbow, were five furuncles, the largest being 2 cm. in diameter, with 
definite core formation, from which Staphylococcus aureus was cultured. 

The furuncules began to dry up up on the day after the intravenous injection. 
Within eight days, all but one had disappeared. Operation was then per- 
formed. The operative wound did not become infected, and the boils did not 
return. 

Case 162 (Dr. Frontz).—E-tensive furunculosis of lower extremities. Cul- 
ture: Staphylococcus aureus. Intravenous injection of mercurochrome, 4 mg. 
per kilogram of body weight. 

A man with numerous small and large furuncles on the thighs and legs, 
one 5 cm. in diameter, showed Staphylococcus aureus. Mercurochrome, 4 mg., 
was given. During the next five days there was rapid improvement, and some 
lesions healed completely. A second injection of 4 mg. given five days after 
the first resulted in a slight reaction. Four days after the second injection, all 
the small lesions had disappeared; the larger lesions were clean, with no sug- 
gestion of activity of infection, and were healing by granulation. 

Case 164 (Dr. Lanier).—Extensive furunculosis. Intravenous injection of 
10 c.c. of 1 per cent. mercurochrome. Immediate improvement. Final cure. 

A girl, aged 16, had four or five boils on each arm. An intravenous injection 
of 10 c.c. of 1 per cent. mercurochrome was given, resulting in almost imme- 
diate improvement. This was so great that a second injection was not given. 
There was final cure. 

Case 165 (Dr. Hopkins).—Carbuncle. Intravenous injection of 1 per cent. 
mercurochrome, 4.6 mg. per kilogram. Recovery. 

A. B., a man, aged 29, had a large carbuncle involving the entire lower lip, 
which was 3 cm. thick and everted. The patient was given 30 c.c. of 1 per cent. 
mercurochrome, 4.6 mg. There was little reaction. Injection was repeated the 
following day. No operation was performed. The infection subsided rapidly, 
and he was discharged, April 13, with a practically normal lip 

Case 29 (Dr. Adams).—Puerperal septicemia, pelvic abscess. Drainage 
Intravenous injection of 30 c.c. of 1 per cent. mercurochrome. Blood culture 
gonococcus and staphylococcus. Recovery. 

A girl, aged 16, with a history of gonorrhea and two miscarriages, the second 
followed by pelvic cellulitis, on admission had acute salpingitis and peritonitis. 
Pelvic puncture was made, and a large abscess cavity drained. Severe pain 
was noted over the entire abdomen and the right side of the chest. Multiple 
skin emboli in the form of small furuncles appeared over the back and limbs 
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hese showed staphylococci on smear. On the nineteenth day, the patient had 
reached a moribund stage; she had lobar pneumonia, and the abdomen was 
distended. She was delirious and cyanotic. As a last resort, an intravenous 
injection of 30 c.c. of 1 per cent. solution of mercurochrome was given. An 


uneventful recovery followed. The furuncles rapidly dried up. Six months after 


discharge from the hospital, the patient was entirely well. 

Case 269 (Dr. W. M. Dabney).—AMultiple recurrent boils of back of neck. 
Vercurochrome, intravenously. Rapid disappearance of boils. 

Cc. B. B., aged 37, who had ten boils on the back of the neck which had been 
recurring in that region for the past six months, suffered so much that he had 
to discontinue his work. The condition present is shown in Figure 1. There was 





Fig. 2 (Case 269).—Furunculosis of six months’ duration, before treatment. 


a large group of boils on the back of the neck in various stages of formation. 
(here was marked suppuration, a great deal of induration and the neck was 
held rigid; the patient was ill and complained greatly of pain. He was given 
mercurochrome soluble, intravenously, 3 mg. per kilogram of body weight 
iollowed by moderate reaction. On the next day the pain and swelling had 
decreased, and motion was greatly improved. Within two days four of the boils 
had disappeared completely. On the third day one small boil remained, and the 
patient was given a second injection of 20 cc., 1 per cent. solution. Two 
weeks later there was a slight recurrence, two minute boils appearing. These 
disappeared promptly after the administration of a 15 c.c. of a 1 per cent. 
solution. A week later he was given a fourth intravenous injection of 15 c.c 
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After that there was no further recurrence of the boils. On June 15, 1925, th 
patient, who had been followed for six weeks, was entirely free from boils and 
apparently cured. 

Case 341.—Extensive carbuncle of back. Mercurochrome, intravenously 
Rapid disappearance. Complete cure after operation. 

E. A. H. was admitted, May 5, 1925, complaining of prostatic hypertrophy, 
for which perineal prostatectomy was carried out. During convalescence the 
patient developed a large carbuncle in the right side of the back. It soon 
measured about 4 inches (10.1 cm.) in length, and 1 inch (2.5 cm.) in height, 
with a large area of necrosis and suppuration. Surgical consultation was 








Fig. 3.—Same case after four intravenous injections of mercurochrome. The 


furuncles have disappeared. 


obtained, and recommendation of a wide excision of the entire area made. 
Instead, he was given three injections of 4 mg. per kilogram (28 c.c. of a 1 
per cent. solution) of mercurochrome, intravenously. The patient said that 
within four hours after the first injection the pain in the region of the car- 
buncle began to decline. On the following day there was much less swelling 
On the next day the hyperemic area of the skin was much smaller and the 
carbuncle was practically painless. On the third day, improvement continued, 
but a second injection of mercurochrome was given. On the sixth day, large 
necrotic masses had become freed and were removed without pain and on 
the seventh day, the remaining necrotic material came away, leaving a 
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healthy-looking, granular red cavity. The patient was discharged with a 
healthy granulating wound which measured about 2 cm. in width and 4 cm. 
in length. In this case, apparently, a surgical operation was avoided by the 


use of mercurochrome intravenously. 


A summary of these eleven cases of furunculosis shows that satis- 


factory results and, in most cases, radical cures were obtained by this 


form of treatment. 














FKig. 4 (Case 341).—Large carbuncle on the right side of the back which 
showed marked improvement resulting from intravenous mercurochrome therapy. 


CHRONIC CHANCROIDAL ULCERATIONS 


The first of the four cases is a demonstration of the ability of 
mercurochrome, administered intravenously, to put an end to the 
progressive destruction and severe pain which is often seen in 
phagedenic chancroids. 

Case 111.—Chronic chancroidal ulceration, extremely painful. Mercuro- 
chrome, intravenously, 5, 5 and 4 mg. per kilogram. Cured. 

R. F. B., a man aged 28, was admitted to Brady Urological Institute, Jan. 11, 
1924, complaining of sores on the penis of six months’ duration. The ulcers had 
been treated in various clinics where the roentgen ray, nitric acid, tartar 
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emetic and numerous other forms of therapy had been tried, and had failed. 
Examination revealed an ulcer 1 cm. in diameter on the dorsal portion of the 
corona and a large, dirty, chronic ulcer about 3 mm. deep and 1 cm. broad which 
covered the whole left side of the penis behind the corona. The ulcers were 
excruciatingly painful, and the use of morphia was necessary. The Wasser- 
mann test was negative. 

Cultures from the wound revealed gram-positive cocci, B. pyocyaneus and 
gram-negative bacilli. On February 21, gentian-violet was given intravenously 
without result. The patient’s condition was desperate, as he was openly threaten- 
ing suicide. On February 26, mercurochrome, intravenously, 5 mg. per kilogram, 
was given. The temperature rose to 104 F. The patient had chills and nausea and 
vomited, but he had no diarrhea. Within two hours the pain began to decrease, 
and the next day he was free from pain, and the ulcer looked cleaner. On Feb- 
ruary 28, mercurochrome was given intravenously, 5 mg. per kilogram. The 
wound improved markedly, and healthy granulations appeared. On March 12, 
mercurochrome was given intravenously, 4 mg. per kilogram. There was no 
reaction. On March 13, urinalysis was negative for albumin and casts. The 
The wound healed steadily. On March 30, the patient was discharged. His 
condition was excellent. The wounds healed; there was no pain. Morphia was 
not taken. Urinalysis was negative. 

Two similar cases are reported by Dr. C. A. Allen. 

A woman (Case 363), whose fourchet was studded with chancroidal ulcers, 
had a deep ulcer on the right labium, three ulcers about the anus and a begin- 
ning inguinal adenitis. The dark-field examination was repeatedly negative. 
She could hardly walk on account of pain. Mercurochrome, 200 mg., was given 
intravenously. The pain disappeared the next day. The ulcers healed, the 
adenitis subsided, and she had no further trouble. 

The two other patients had buboes following a chancroid on the penis. The 
disease was spreading in spite of everything that could be done. The patients 
were miserable from the pain. The buboes had been opened, and the surrounding 
skin was red, infiltrated and studded with small chancroids. One patient 
received one injection of 300 mg. of mercurochrome, and the other two injections 
of like amount a week apart. There was immediate cessation of pain and 
spreading. Healing occurred, and the patients made an interrupted recovery. 


CELLULITIS AND SUBCUTANEOUS INFECTIONS AND ABSCESSES 


We shall give a summary of these thirty-six cases which present 
varied types of cutaneous and subcutaneous infections, some of severe 
character and associated with general septicemia. We have not the 


space to give these cases in detail or even to present a complete analysis. 


A perusal, however, will show many extensive and serious conditions 
which improved rapidly after from one to five intravenous injections of 
mercurochrome. In the majority of cases only one injection, generally 
less than 5 mg. per kilogram of body weight, and often only 10 c.c. of 
a 1 per cent solution, was employed, and yet with manifestly small dosage 
the physicians report decided results. 

Of these cases, there is room to cite below only a few. An analysis 
of all of them shows the following striking results of mercurochrome 


therapy : 
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1. Marked improvement and recovery without further treatment of any kind, 
twenty-one cases, or 58.3 per cent. Eight of these showed general sepsis; in 
three the infection was shown to be streptococcal, in two staphylococcal. 
Thirteen of these patients received only one injection, the dosage varying from 
10 to 50 cc. of a 1 per cent. solution; two patients received two doses of from 
10 to 20 c.c. of a 1 per cent. solution; five patients received three injections of 
from 10 c.c. of a 1 per cent. solution to 4 mg. per kilogram of body weight, and 
one patient received four injections—two of 15 and two of 20 c.c. of 1 per cent. 
solution. 

2. Marked improvement after mercurochrome therapy, but other treatment 
also given, nine cases, or 25 per cent. Five of these had general septicemia. 
In two cases the organism was a staphylococcus, one of them hemolytic; in one 
case there was a mixed staphylococcal and streptococcal infection; in one case 
Streptococcus viridans was present, and in one an unidentified nonhemolytic 
streptococcus. Three patients received only one injection, the dose varying from 
10 to 30 cc. of a 1 per cent. solution; three patients received two doses, from 
9 to 30 c.c.; two received three injections of 20 c.c., and one received five 
doses of from 4.5 to 7 mg. per kilogram of body weight. 

3. Mercurochrome was of doubtful value in one case of a herniotomy wound 
infected with a staphylococcus. One injection of 30 c.c. of a 1 per cent. solution 
was given. The wound healed rapidly. 

4. Possible prophylactic action of the drug was shown in one case. The 
patient had a fractured skull, brain laceration and traumatic amputation of the 
left arm and right fingers. During the twelve days which he lived, his wounds 
did not become infected. Two injections of 30 c.c. of 1 per cent. solution were 


given. 


5. The drug failed in four cases. In one case of streptococcus cellulitis of the 


leg, two injections of 30 c.c. were given, with no reaction. In one case of 
abscess of the leg and sepsis due to a staphylococcal and streptococcal infection, 
the patient received only one dose of 2 mg. per kilogram of body weight, without 
reaction, further treatment being indicated. One patient who had cellulitis of 
the face and Staphylococcus aureus septicemia, who received two injections of 
5 and 6 mg. per kilogram, respectively, died in spite of all treatment. One 
patient who had purulent cellulitis of the leg, of three months’ duration, with 
abscesses of the nasal fossae and jaw, received one dose of 20 c.c. of 1 per 
cent. solution. Necropsy showed in addition general pyemia, dilatation and 
enlargement of the heart, cystic kidneys with cirrhosis, fatty degeneration of 
the liver, perisplenitis, splenic infarcts, and other conditions. 


In this series of thirty-six cases, we find, therefore, that in thirty, or 
83.6 per cent, there was marked improvement or cure after mercuro- 
chrome therapy. The reactions were marked only after three injections ; 
in general they were slight or moderate. The intravenous use of 
mercurochrome in cases of this type is clearly indicated. Typical cases 
are cited below. 

Case 168 (Dr. Adams).—Traumatic paralysis, multiple abscesses and cellu- 
litis. Culture: streptococcus. Intravenous injection of 50 c.c. of 1 per cent. 


/ 
mercurochrome. Rapid healing. 
A man, aged 52, had an abscess to the left of the anus, which was drained. 


Cultures yielded streptococci. The process rapidly invaded the buttocks and 
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the perineum, extending to the inguinal lymph nodes. Multiple incisions were 
made without controlling the sepsis. The blood showed no growth, and with 
the hope of raising the patient’s resistance, 500 c.c. of fresh blood was given. 
Suppuration continued. Another transfusion having failed, an intravenous 
injection of 50 c.c. of 1 per cent. mercurochrome was given without reaction. 
The toxic symptoms subsided; the perineal and abdominal wall sinuses closed, 
and the sloughing in the regions of the buttocks and anus cleared up. 

Case 169 (Dr. Mann.)—Large pharyngeal ab Operation. Sepsis 
Intravenous injection of mercurochrome. Recovery. 

The patient was a man who had a large pharyngeal abscess, which was 
drained, but the patient's condition grew steadily worse. When the temperature 
had reached 104 F., and there had been an increase in the amount of discharge 
from the abscess, he was given an injection of 23 c.c. of 1 per cent. mercuro- 
chrome. The temperature immediately dropped and remained below 100. All 
discharge had ceased, and the cavity appeared healthy. 

Case 224.—Acute cellulitis of left foot, leg and thigh. Staphylococcus hemo- 
lyticus. Mercurochrome intravenously, 1 per cent., 9 c.c. Rapid improvement. 
Recovery. 

A girl, aged 9 years, had injured the left ankle. There was an extensive 
cellulitis of the leit foot, leg and thigh, with an erysipeloid reaction in the 
skin. Antistreptococcic serum was given, but the swelling and redness increased. 
By the tenth day infection was half way up to the thigh; the temperature was 
104 F. A blister was aspirated and a culture of hemolytic Staphylococcus albus 
obtained. The blood culture was sterile. On the eighteenth day the swelling 
and redness reappeared. The temperature remained septic in type, and the 
condition was so grave that the patient was expected to die. On the following 
day, 11 cc. 1 per cent. solution of mercurochrome, 5 mg. per kilogram of body 
weight, was given intravenously. On the next morning, the temperature was 
subnormal and the patient’s condition was improved. The following day, the 


patient was more drowsy, and she was given a second injection—9 c.c., 1 per 
cent. solution—with no reaction. After this improvement was rapid, the redness 
and tenderness leaving the leg and thigh completely. The ultimate convalescence 


was satisfactory. The attending surgeons thought that the mercurochrome 
saved the life of this patient. 

Case 272.—Streptococcus cellulitis of the foot. Mercurochrome-220, intra- 
venously, 3, 4 and 4 mg. per kilogram of body weight. Recovery. 

J. H. A., aged 29, was admitted to the hospital complaining of acute gonor- 
rhea and “blood poisoning of the right foot.” The foot was markedly swollen 
and red, and on the surface of the skin were localized scars, crusts and deep 
craterlike ulcers filled with pus. The patient suffered great pain. Cultures 
showed streptococci. Mercurochrome, intravenously, 3 mg. per kilogram (19 c.c., 
1 per cent. solution) was followed by little reaction and almost immediate 
improvement. Four days later, he received 4 mg. per kilogram, and the same 
dose again in six days. The ulcers healed, suppuration ceased, and in two 
weeks the patient was discharged with the foot entirely healed. 

Case 366.—Cellulitis, adenitis, erysipelas, following mastoidectomy. Staphylo- 
coccus infection. Immediate improvement with four injections of mercuro- 
chrome (Legge). 

The patient had deafness, pain and discharge of both ears. Tonsillectomy 
and a radical mastoidectomy were performed. A small fluctuant mass at 
the lower end of the incision was drained and cultures of staphylococcus 
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taken from the pus. A typical erysipelatous rash developed over the right 
side of the face. The patient became extremely toxic, and was not expected to 
live. Four intravenous injections of mercurochrome were given on alternate 
The whole picture changed after the first injection, a striking improve- 


days. 
An adenitis of the glands along the anterior border 


ment occurring at once. 
of the sternomastoid muscle developed, and the glands were incised. The 
patient went on to rapid recovery, and was discharged well. 


MISCELLANEOUS CASES OF GANGRENOUS INFECTION OF TIE SKIN 


There were two cases of gas gangrene, both responding excellently to 


mercurochrome therapy. These cases are cited below. The third case 


(United Fruit Company) was one of diabetic gangrene of the toe, 
accompanied by an infection of the leg. One injection of 30 c.c. of a 
1 per cent solution of mercurochrome promptly cured the infection of 
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Fig. 5 (Case 366).—Cellulitis, adenitis and erysipelas following mastoidec- 


tomy. Immediate improvement after four injections of mercurochrome 


the leg, although amputation of the foot was necessary before the 
recovery of the patient. 


Our Case 337 was one of gas gangrene due to Bacillus welchii, in which 
positive evidence of sterilization as a result of intravenous injections of mercuro 
chrome was obtained. This patient had carcinoma of the prostate, extensive 
and inoperable ; he was extremely uremic, and was given a submammary infusion 
of salt solution to produce diuresis. The patient in his delirium removed the 
needle, infected the puncture, and a gaseous cellulitis resulted. The whol 
breast and axilla were blown up with gas. Pus containing gas exuded from the 
puncture beneath the breast, from which cultures were obtained, and proved to 
be bacillus of Welch (Clostridium welchit). Careful cultural studies were made, 
and typical B. welchit rabbit lesions were obtained. The diagnosis of the organism 
Was positive beyond question. It killed rabbits with great rapidity, and was 
The patient received three injections of mercurochrome, 
3 mg. per kilogram of body weight, 27 c.c. of a 1 per cent. solution, each at inter- 
There was little reaction, but an immediate change in 


evidently very virulent 


als of one to two days. 
the subcutaneous area filled with gas \fter the first injection, smears from 
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the needle puncture wound showed marked diminution in the organisms, and after 
the third injection the wound contained no organisms on slide smears, and 
cultures showed no growth of Bacillus welchii. Repeated slide smears and 
cultures were made during the time that the patient lived, and all were nega- 
tive for gas bacillus. The patient died a few days later, and necropsy showed 
that the cause of death was carcinoma. Careful cultures were made from the 
wound in the breast, subcutaneous tissues which had been the site of the gas 
bacillus infection and from the blood. All were negative for Bacillus welchii. 
We feel justified, therefore, in assuming that the sterilization effected in this 
case resulted from intravenous injection of mercurochrome. 


In another case (Case 171) reported to us by Wolff, although cul- 
tures were not obtained, the history points so conclusively to a gas 
bacillus infection that we feel justified in making that diagnosis. The 
case was as follows: 


Case 171 (Dr. Wolff).—Gangrene of thigh following extensive traumatisim. 
Intravenous injections of 20 c.c. and 15 c.c. of 1 per cent. mercurochrome. 

A man, aged 32, had extensive cellulitis and crepitus of the right thigh 
following an injury which crushed the thigh. 

Under ether anesthesia, multiple incisions were made. Numerous bubbles 
of gas came from these incisions. These were characterized by an extremely 
foul odor, which was recognized as typical of gas bacillus infections, Dr. 
Wolff previously having seen four fatal cases. An intravenous injection of 
mercurochrome was given. Twenty-four hours after operation, the temperature 
was 100 F., and the condition was greatly improved. Nevertheless, an intra- 
venous injection of 15 ¢c.c. of 1 per cent. mercurochrome was given. After this 
the wounds healed rapidly, and the patient had an uninterrupted convalescence. 

Dr. Wolff said he felt positive that without the intravenous injection of 
mercurochrome the patient would have died. 


PEMPHIGUS 


We take pleasure in quoting some observations by Dr. 


Schamberg. 


“For the last year or so we have had an unusual incidence of pemphigus in 
my clinic. I have had about twelve patients, all of whom died except one. 

“We have made exhaustive blood studies of these patients and have isolated 
from the blood streptococci and, in one or two cases, bacilli. Pemphigus 
presents all the evidences of infectious disease, and has been fatal in about 
90 per cent. of the cases. In some cities it has been fatal in almost 100 per 
cent. of the cases. 

“Greenbaum recently suggested a trial of mercurochrome. He tried it on an 
extensive case of pemphigus in Polyclinic Hospital and with a most astonishing 
result. A man who was covered with blebs from head to foot is now com- 
pletely free from lesions and shows merely the pigmentation marking the sites 
of the former eruption. He received only three injections, one of which was 
about 34 c.c. of a 1 per cent. solution. 

“T have used this preparation of 5 c.c. doses in a case of beginning pemphigus 
of the lips and mouth in my private practice. After two injections the blebs 
on the lips, which had persisted for five months, completely disappeared.” 
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This extensive case was shown by Drs. Schamberg and Greenbaum 
before the Tri-City Dermatological Association meeting, Oct. 14, 1924. 
\We quote from another letter : 


“The patient with pemphigus given intravenous injections of mercurochrome 
which caused such a marvelous disappearance of an extensive eruption has not 
continued to show the improvement which we had hoped would be achieved. In 
spite of the further use of the drug, new crops have appeared, and the patient 
is now almost in extremis. I have had two cases in private practice with most 
satisfactory results.” 

Case 184 (Dr. Schamberg).—A woman, aged 30, for five months had pre- 
sented recurring blebs on the lips with an abortive eruption on the backs of 
the hands, and later a few lesions in the mouth, which Dr. Schamberg believed 
to be a beginning case of pemphigus. She received thirty-five intravenous 
injections of sodium cacodylate. After the first intravenous injection of 5 c.c. 
of 1 per cent. mercurochrome, relief immediately set in, and after the second 
injection the eruption disappeared. During the last two months, there has 
been no tendency to relapse. 

Case 185 (Dr. Schamberg).—A woman, aged 50, was troubled for two 
years with stomatitis areata ulcerosa. The tongue and buccal mucous mem- 
brane was the seat of large superficially ulcerated patches covered with pseudo- 
membrane. Resisting all treatment received, the lips became involved, the 
lower one being covered with a heavy crust of blood. Dr. Schamberg felt 
that this might be an atypical onset of pemphigus. He administered 1 per 
cent. mercurochrome intravenously, in doses of from 5 to 10 c.c. The eruption 
on the lips promptly cleared up, and the mouth was greatly improved, although 
a few small patches still remained. She is still under treatment, and improve 
ment is progressive. 


PSORIASIS 


Improvement has been noted in every case of psoriasis of which we 


have the history. The number of injections has varied from three to 
ten, the dosage from 2.5 to 5 mg. per kilogram of body weight. In two 
cases the healing was complete and apparently permanent. One patient 
still under treatment has no new lesions, those present at the beginning 
of treatment being much smaller. In the fourth case, there was marked 
and immediate improvement, but with relapse. The trial of mercuro- 
chrome therapy in this disease should be made, as is shown by the follow- 
ing case. 

In one of our cases (Case 334) of chronic urinary infection in which intra 
venous injections of mercurochrome were used to clear up the urinary infection, 
a startling improvement occurred in a chronic diffuse psoriasis which had been 
present for twenty-five years. Figures 6 and 7 show graphically the condition 
present. The patient received four intravenous injections of mercurochrome, 
beginning with 2.5 mg. per kilogram of body weight and increasing up to 5 mg. 
There was practically no reaction—febrile, gastro-intestinal or stomatic. At 
the first injection the patient noted a reduction in the swelling and pain which 
had heen present in one leg and foot for a long time. The skin lesions soon 
showed unmistakable evidence of improvement, and after the fourth injection 
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there was little left but chronic pigmentation, except in a small area over the 
sacrum. The patient said that for the first time in twenty-five years he had been 
practically free from discomfort. He was followed for ten weeks, the improve- 
ment being maintained, the only area of psoriasis remaining being that over 
the sacrum. A report six months later stated that there had been no return. 














Fig. 6 (Case 334).—Psoriasis of twenty-five years’ duration, before treat- 
ment which caused complete disappearance of the lesion. 
ECZEMA 


The patient had a dry scaly itching pruritus of six years’ duration. 
It was especially severe in the eyebrows and at the back of the neck, 


but also extended over the trunk and forearms. Local applications, the 


roentgen ray, resorcin, phenol and other treatment had been without 
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result. Under mercurochrome therapy, ten injections of from 4.5 to 


7 mg. per kilogram of body weight, there was immediate improvement 


and healing of all lesions, except a slight eczema on the face. Later, 
however, there was a return to the same condition present before 


treatment. 




















i 





Fig. 7—Same case; dorsal view before treatment. 


SYPHILIS 


Case of extensive syphilitic lesion on back, of eight years’ duration. Mer- 
curochrome, intravenously, six injections varying from 3 to 5 mg. per kilogram 
of body weight. Complete disappearance of lesion. 

In Case 333, the patient gave a definite history of sores five years before, 
but no previous venereal sores. There was no history of secondary infection. 
Following an automobile accident, in which the skin on the back was extensively 
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abraded, the patient developed extensive lesions of the skin in this region, and 
on admission the conditions present were as shown in Figure 7. The Wasser- 
mann test was positive. The patient received mercurochrome intravenously, 
20 c.c. of a 1 per cent solution (3.3 mg. per kilogram). This was repeated in 
three days. One week later, the patient returned, and there was marked change 
in the skin lesions; many of which had completely disappeared. The patient 
received in all six injections, varying from 3 to 5 mg. per kilogram, and at the 
end of a month the lesions on the back had completely disappeared, and the 
skin had become soft and almost normal in appearance, as shown in Figure 8 

















Fig. 8 (Case 333).—Skin lesions before treatment. 


The patient then left the city, received no additional treatment, was seen once 
six months later, had no return of the skin lesions and felt quite well. We 
were unable to get a subsequent Wassermann test. 

This case is cited simply as an example of the fact that mercurochrome is 
an antisyphilitic drug of value. This bears out experimental work which we 


have published elsewhere. In this we showed that with intravenous injection 


of mercurochrome in doses of from 3 to 5 mg. per kilogram of body weight, 
repeated twice weekly, twelve or more injections, negative node transfers were 


obtained in every case of experimental rabbit syphilis so treated. This com- 
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pares favorably with all other intravenous mercurials that we have tried by 


» $3 “ th a.’ 
the same metho LEPROSY 


We are indebted to the Surgeon General of the United States Public 


Health Service and to four officers for the opportunity of reviewing an 
interesting report which has recently been made on forty-four cases of 


leprosy treated by mercurochrome, intravenously. This unexpected use 


Fig. 9—Same case after six intravenous injections of mercurochrome. 
of the drug in this most dreadful of diseases opens up a new and most 


interesting field for further clinical experimentation. \Ve have not the 


space to cite the many remarkable cases of which they have given the 


details. In many instances the patient had the gravest form of the 


7. Hill, Justina H., and Young, Hugh H.: Experimental Studies with Mer- 
1 A. M. A. 80:1365-1369 (May 12) 1923; 


curlals in Experimental Svphilis 
\nn. des mal. vén., September, 1924. 
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(lisease, involving not only extensive areas of the surface of the body, 


but also the eyes, nose, ears, vocal cords and lungs. A few cases which 


show remarkable improvement in ulcerations of the skin may be cited.* 


Case 339.—An American, aged 25, had an active moderately advanced mixed 
type of the disease with anesthetic symptoms predominating. For several 
months he had been steadily becoming worse, his most pronounced symptoms 
being painful ulcerations over the arms and legs and inability to obtain satis- 
factory rest. At the end of five weeks’ treatment, he professed to feel well and 
to sleep well; his appetite was excellent; his ulcers were clean, and nearly all 
were about half healed; he had returned to work as hospital orderly. At the 
end of five months’ treatment, he was in excellent condition, although evidently 
still having a case of active leprosy. At the end of twelve months the leprosy 
was stationary; most of the ulcers had healed. He had gained 3 pounds 
(1.4 kg.) in weight. 

Case 340.—An American, aged 56, with active advanced mixed type of 
leprosy with nodular symptoms predominating, had been an infirmary patient 
for nine months, bedfast for five months and practically helpless, with no 
appetite, and evidently steadily approaching dissolution. After five injections, 
averaging 20 c.c., he was remarkably improved. The skin began exfoliating 
over the forearms and legs, leaving an unpigmented, nearly normal skin at the 
site of what was formerly almost black, indurated, parchment-like skin. At 
the end of five months, the patient was largely able to care for himself. At the 
end of twelve months, he was able to walk short distances alone, and appeared 
to be continuing in general improvement. During the last six months, his 
leprosy appeared to have become stationary. He had gained 16 pounds (7.3 kg.) 
in weight. 

Case 342.—A Greek, aged 46, had an active advanced mixed type of leprosy 
with nodular symptoms predominating. He had been a bed patient for three 
months, having nearly constant leprous fever, increase in permanent tubercles, 
loss of appetite, marked lassitude and extremely low morale. After four injec- 
tions, permanent tubercles on the face were clearing up, and he was no longer 
bedfast. Stomatitis continued, necessitating discontinuance of treatment for 
five weeks, when he was returned to treatment calculated at 2.5 mg. per kilogram. 
Five months after treatment was begun, he was still improving. At the end of 
twelve months, his general condition was one of steady improvement. He had 
gained 28 pounds (12.7 kg.). 

Case 343.—An American, aged 26, with an active moderately advanced mixed 
type with anesthetic manifestations predominating, at the end of six weeks, 
was having only a slight amount of fever and only an occasional new evanescent 
tubercle; many of the older ones had disappeared. At the end of five months, 
the ulcers on the ankles had completely healed. At the end of twelve months, 
he was ambulant and was daily occupied about the hospital with tasks which 
required considerable physical stamina. There had been no marked change in 
the leprosy during the past six months. 

Case 344—A Greek, aged 31, had an active advanced mixed type with 
typical leprous nodules. The Wassermann reaction was postive. He had 


8. Denny, O. E.; Hopkins, R.; Wooley, J. D., and Barentine, B. G.: The 
Administration of Mercurial Preparations in Leprosy. Preliminary Report I— 
Mercurochrome Soluble 220, Pub. Health Rep. 40:1795 (Aug. 28) 1925. 
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been an infirmary patient for several months, with daily fevers and chills and 
new permanent and evanescent tubercles; the arms and hands were swollen 
and painful; he had severe laryngitis and ophthalmia. At the end of five 
months, he showed marked general improvement, being ambulant and evi- 
dently much stronger physically. At the end of twelve months, he had gained 
in strength, but there was little improvement in his superficial ulcerations. 
He had gained 8 pounds (3.6 kg.) in weight. 

Case 345.—An American woman, aged 24, with an active, moderately 
advanced nodular type of leprosy and an acute erysipeloid dermatitis of the 
face and both legs, was markedly toxic, as evidenced by hyperpyrexia, nausea 
and vomiting; she also had a larger ulcer on the right leg. At the end of one 
month’s treatment, the erysipeloid condition had practically disappeared and 
the ulcer of the leg had healed. At the end of twelve months, the patient’s 
veneral condition was excellent, and the leprosy was greatly ameliorated. 

Case 348.—A French-American, aged 48, who had an active advanced mixed 
type of leprosy with nodular symptoms predominating, with painful ulcerations 
on the arms and legs and a severe type of ophthalmia and almost complete 
aphonia, at the end of one month, showed marked improvement, healed ulcers 
on the feet and quiescent ophthalmia. After four months’ treatment, all ulcers had 
healed, the voice was hoarse but markedly improved, pain had disappeared and 


he gained strength steadily. 
A summary of the results obtained in these forty-four cases of 


leprosy is given in the table. 


Treatment of Leprosy with Mercurochrome: Summary of Results 


Active 
Active Moderateiy Active Inactive 
Advanced Advanced Early Early Totals Percentage 

Markedly improved..... 1 0 16 36.4 
Moderately improved.. : 2 0 6 13.6 
Slightly improved 3 y l 0 6 13.6 
CS ROPE TEETe 3 1 5: 15.9 
Slightly worse..... ve - ( 0 ‘ 4.5 
P 1 0 8 6.8 
0 3 6.8 

{ 


oo!) ee 


Percentage..... 


REACTIONS 

In this paper we have not discussed reactions or the possibility of 
dangerous effects. These have been so thoroughly discussed in other 
papers which have been cited that those who are interested are referred 
to them for an exhaustive study. Suffice it to say that in doses up to 
> mg. per kilogram of body weight we feel that mercurochrome may be 
given intravenously practically without any danger of serious results. 

High fever, occasionally marked gastro-intestinal disturbances, 
infrequently severe stomatitis, rarely transitory albuminuria and casts 
occasionally occur, but by beginning with small doses, 2 mg. per kilogram, 
and increasing gradually to the larger doses up to 5 mg. per kilogram, 
the patient can generally be given several injections—four, five or six— 
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without reaction of any moment. We have a long series of animal 
experiments, records of hundreds of clinical cases, and necropsy studies 
on fatal cases which completely disprove reports of serious injury to 
kidneys. \We are not yet prepared to say what is the proper dose to 
use nor what should be the frequency of the injection. In grave cases 
of infection in which life is in danger, large doses should be employed. 
In other cases smaller doses may be used, but there is always a possibility 
that the patient may become somewhat immune to the drug. Time alone 
will tell whether repeated small injections will be sufficient for mild 
infections. 
SUMMARY AND CONCLUSIONS 

We have presented the available data on the treatment of infectious 

diseases of the skin. We have found: twenty-four patients with 


erysipelas, twenty of whom, or 83.3 per cent, were cured or greatly 


improved ; eleven patients with furuncles and carbuncles, of which ten 
were cured and one greatly improved; four cases of chancroidal ulcera- 
tions, all of which healed rapidly ; thirty-six patients with cellulitis and 
abscesses, of whom twenty-one, or 38.3 per cent, recovered promptly 
with no other treatment, and nine of whom, or 25 per cent, showed 
marked improvement and recovery after mercurochrome therapy, other 
treatment being also given, making a total of thirty cases, or 83.3 per 
cent, cured or greatly improved; two patients with gas gangrene, in 
both of whom the infection was eliminated; one patient with diabetic 
gangrene, in whom an accompanying infection was checked; three 
patients with pemphigus, all of whom showed marked improvement, 
two of them so far without relapse, one with relapse; four patients 
with psoriasis, two of whom are apparently cured, one markedly 
improved, and one improved, but with a relapse ; one patient with eczema, 
temporarily improved; one patient with syphilis with exterior skin 
lesions, in whom the lesions were healed; forty-four patients with lep- 
rosy, twenty-eight of whom, or 63.5 per cent, were improved and with 
remarkable disappearance of the skin ulcers. 

In this article we have only been able to present rather incompletely 
the results obtained by the use of mercurochrome, intravenously, in the 
treatment of a large number of cases of skin infections. The facts given, 
however, are sufficient to demonstrate that in mercurochrome, admin- 
istered intravenously, a drug of great value in the treatment of infections 
of the skin with various streptococci, staphylococci, bacilli and probably 
also B. welchu is at hand. Other types of infection, the organism being 
unknown, may also be favorably and rapidly influenced by treatment. 
This series of cases is presented with the hope that it may stimulate 
sufficient interest among the dermatologists of the country to bring 
about a thorough trial of the drug in dermatology, a field which we feel 


confident offers every prospect of splendid success. 





LICHEN PLANUS ERYTHEMATOSUS * 


CHARLES D. FREEMAN, M.D. 


ST. PAUL 


The more one studies lichen planus the more one is struck by the 


multiplicity and variety of aspects that this disease may present. The 


clinical variations may range from hypertrophic to atrophic; the color, 
from red to white. Almost the entire body surface may be involved or 
only an isolated spot. Subjective symptoms may be severe, while in 
other cases extensive eruption may be present without even the slightest 
itching. In spite of all the clinical variations, there is a fairly constant 
microscopic picture. 

Lichen planus erythematosus is a rare and unusual form of lichen 
planus. I shall report what I consider to be a classical example of this 
rare disease. My case corresponds clinically to the original descriptions 
given by Crocker, and the histologic examination reveals a pathology 
which has characteristics of the ordinary form of lichen and also some 
of the elements found in sections taken from atrophic papules. 


LITERATURE 

A careful search of the available literature fails to reveal any articles 
devoted exclusively to lichen planus erythematosus. In fact, only a few 
of the standard textbooks even mention this form of lichen. 

Crocker,' in his third edition, stated that he had seen two cases which 
might properly be called lichen planus erythematosus. The lesions were a 
deep crimson; instead of the customary firmness, they were very soft 
to touch, and they looked more like erythematous lesions than papular 
ones. They could be obliterated temporarily by pressure, the epidermis 
evidently not being involved. There was an associated telangiectasis of 
the face and lips. One of the cases observed by Crocker was limited 
to the groin and a few lesions on the abdomen; the other case was more 
extensive. Crocker also refers to the cases of Stirling ? and Dubreiulh.* 

In Stirling’s patient the disease began with chills and fever. The 
patient was a debilitated male who was in poor health, had a high degree 
of anemia and complained of nausea. The general symptoms persisted 
for weeks, but when they subsided the cutaneous manifestations 
remained. There were red spots more or less generally distributed over 

* Read at the Forty-Eighth Annual Meeting of the American Dermatological 
\ssociation, Washington, D. C., May, 1925. 

1. Crocker: Diseases of the Skin, ed. 3, p. 429. 

2. Stirling: Tr. Third Int. Cong. Dermat., 1898. 

3. Dubreuilh: Ann. de dermat. 2:606, 1901 
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the entire body surface, and there was considerable pricking and burn- 
ing. Stirling’s first impression was that he was dealing with a case of 
erythema multiforme; but as the case progressed numbers of flat typical 
lichen planus papules were discovered, and Stirling knew that the condi- 
tion was an erythematous form of lichen. 

Dubreiulh’s case showed projecting deep red plaques, which shaded 
off into minute papules. There were scatterings of discrete papules 
which were flat topped, polygonal and firm to palpation. The surface 
of the plaques was scaly. The matrix of the nails was involved, and 
Dubreiulh remarked that without other signs one could not diagnose 
lichen planus when the nails alone were affected. Although Dubreiulh’s 
case was not one of ordinary lichen planus, Crocker did not think that it 
should have been classified as an example of erythematous type. In the 
textbooks of Ormsby * and MacLeod ® brief mention is made of this 
rare form of lichen planus. Highman ® dismisses the subject by stating 
that in lichen planus erythematosus the papules are very red. Bowen’ 
demonstrated a case before the Boston Dermatological Society in 1910 
under the diagnosis of atypical lichen planus, which I believe had the 
characteristics that have been attributed to lichen planus erythematosus. 
In Bowen’s case the papules were bright red. No histologic report was 
given. In presenting the case Bowen raised the question as to when one 
was justified in separating an atypical case from a well recognized 
entity and giving it a separate name. 

Search of available literature and indexes revealed no other refer- 
ences on lichen planus erythematosus. 


REPORT OF A CASE 


A man, aged 45, whose personal and past history apparently had no bearing 
on his cutaneous condition, whom a general examination revealed to be entirely 
normal and whose Wassermann reaction was negative, had an eruption that 
had appeared suddenly on the flexor surfaces of both wrists about five years 
before. Its appearance was not associated with any particular trauma or act 
that might have been an exciting factor. In the course of a few months the 
eruption had spread up the forearms, and it remained so limited. The flexor 
surfaces from the wrists to the elbows only were involved. There were no 
subjective symptoms, and if the eruption had not been unsightly he would not 
have been aware of its presence. It had caused him much embarrassment for 
he was formerly accustomed to working with his sleeves rolled up. Working 
in long sleeves had not influenced the eruption in the least. 


4. Ormsby, O. T.: Diseases of the Skin, Philadelphia, Lea and Febiger, 
Ed> 2, p. 293. 

5. MacLeod: Diseases of the Skin, London, N. K. Lewis, 1920, p. 733. 

6. Highman, W. J.: Dermatology, New York, The MacMillan Co., 1921, 
Pp. 176. 

7. Bowen: J. Cutan. Dis. 28:692 (Dec.) 1910. 
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The eruption consisted of individual papule-like lesions closely aggregated 
aking up a retiform network which closely resembled a marked cutis 
marmorata, whose meshes were extraordinarily wide. The lesions were a 
ight cherry tint at the periphery of the involved area, while the central lesions 
were more cyanotic, giving a rusty or ruddy violaceous tint. The lesions were 
not palpable, and although the ensemble was that of closely studded papules, 


Fig. 1—View of eruption showing symmetry and distribution. 


on minute analysis distinctly demarcated papules could not be outlined. The 


diameter of the various bands of the network was constant, being about 
0.1 cm. wide. There was a soft velvet-like feel to the involved area, but no 


temperature change like that felt in an acute erythema; neither was there the 
chilly feeling of a chronic passive congestion, although the lesions had such 
in appearance. There was no scaling or crusting, but there was an atrophic 
appearance as though the epidermis were thinned but not depressed, allowing 
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a pigmented lesion to be more clearly seen through a thin transparent epidermis 
On pressure most of the outline disappeared, leaving a brownish blotch. On 


release of the pressure the customary appearance immediately returned. The 


lesions were not arranged along nerve trunks, but there was a marked sym 


metry. No other part of the cutaneous surface or the mucous membranes was 


involved. 








Fig. 2—Detailed view of the cruptions showing retiform arrangement and 


papule-like appearance of lesions. 


Histology—A biopsy was performed, a small piece of tissue being excised 
from a deeply pigmented area. The tissue was fixed in formaldehyd and 
alcohol and stained with hematoxylin and eosin. The striking feature of 
the histology was a sharply outlined infiltrate occurring in the upper papillary 


portion of the corium 
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_ The epidermis was thinned directly over the infiltrate. The thinning seemed 

be at the expense of the upper layers of the epidermis, for the basal line 
was continuous, the corneal layer being depressed over the infiltrate. The 
infiltrate appeared to be protruding into the epidermis but not surrounded by 
t. Between the cellular infiltrate and the atrophic epidermal roof there was 
a narrow homogeneous band which stained a pale pink. It was similar in 
appearance to the band seen in lichen atrophicus which lies between the 
epidermis and the fringe of infiltrate, but here it was much narrower. 

The infiltrate was sharply set off in all of its boundaries. It was therefore 
cuboidal. It was composed chiefly of cells having small, deeply staining nuclei, 
with the cytoplasm not discernable. Among these small round cells were a 
few fibroblasts. Another feature of the infiltrate zone was the presence of a 
few new capillaries having distinct endothelial linings. No pigment deposits were 
noted. 











Fig. 3—Low power photomicrograph showing atrophic epidermis, sharply 
demarcated infiltrate composed of round cells and few new capillaries. 


In the main the picture was that of some form of lichen in which the 
epidermis was atrophic. The color of the lesions clinically must have come 
from the dense infiltrate containing new capillaries, which was made more 
vivid because of the thinned epidermis. 

Diagnosis —The diagnosis in this rare case naturally offered many obstacles 
and only through exclusion did we arrive at the diagnosis of lichen planus 
erythematosus. The other possible conditions suggesting themselves were: 
lupus erythematosus, telangeictatic type, roentgen dermatitis, various atrophies, 
Majocchi’s disease, angioma serpiginosum, poikiloderma. Most of these could 
be ruled out at once, but others required more consideration. After careful 
study, I believe this disease falls in the lichen planus group more than in 
any other. 


DIFFERENTIAL DIAGNOSIS 


In lupus erythematosus, telangiectatic type, the patches are usually 


tound on the face. They persist as circumscribed infiltrated lesions, and 
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may be elevated. ‘Telangiectasia is present. When involution occur: 
atrophy results. Other evidences of typical lupus erythematosus are 
often present. 

Roentgen-ray dermatitis was easily ruled out in this case because of 
a negative history and lack of telangiectatic scarring. 

The idiopathic atrophies were considered and discarded because of 
lack of distinct cigaret paper thinning, and the distribution was not as 
diffuse as that seen in these atrophies. 

Majocchi’s disease consists of annular purpuric zones surrounding an 
atrophic center, and occurs on the lower extremities. 

Angioma serpiginosum was excluded because of the absence of 
“cayenne-pepper-like grains” or vascular points. The infective satellites, 
as Hutchinson calls the fresh points developing beyond the margin of 
the lesion, were not to be seen. ‘This condition was excluded also 
because of absence of grouping and circinate lesions, and from micro- 
scopic study. 

Poikiloderma atrophicans vasculare is an extremely rare disease 
which is characterized by slow evolution and presents a complicated 
picture of telangiectasia, pigmentations and capillary hemorrhage—later 
closely resembling a roentgen atrophy. This was also considered but 
completely ruled out by the clinical and by the microscopic picture. 

The diagnosis of lichen planus erythematosus was therefore estab- 
lished on grounds of distribution, the clinical picture and the microscopic 
findings. 

The case was exhibited at the Minneapolis meeting of the American 
Dermatological Association when Dr. Ormsby made a clinical diagnosis 
of lichen planus erythematosus independent of the microscopic picture. 


SUMMARY 


A case which has the clinical and histologic characteristics of lichen 
planus erythematosus as described by Crocker has been presented. 


Lichen planus erythematosus is a distinct but extremely rare form of 


lichen planus, probably closely allied to the atrophic form of lichen 
planus. 

A search of the literature reveals only four cases which may be so 
classified. 





SYPHILITIC ALOPECIA 
IfS RELATION TO NEUROSYPHILIs * 


UDO J. WILE, A.B., M.D. 
Professor of Dermatology and Syphilology, University of Michigan 
Medical School 
AND 
GEORGE H. BELOTE, B.S., M.D. 
Resident Physician in Dermatology and Syphilology, University of 
Michigan Medical School 


ANN ARBOR, MICH. 


The recognition of a temporary loss of cranial and facial hair occur- 
ring as a symptom of secondary syphilis or during the period of early 
latency dates from the first early description of syphilis by Hieronymus 
Fracastor. That its association with syphilis was apparently unknown 
previous to this time is indicated by the fact that after describing it as 
affecting the scalp, the beard and the eyebrows, he states that as a mani- 
festation of syphilis, it was up to that time unknown. Previous to its 
identification as a symptom of the disease, Fracastor states that it was 
ascribed to the effect of remedies, notably of mercury. 

Modern texts accepting the syndrome as one of the manifestations of 


syphilis, have given various explanations for its occurrence. By some 
the loss of hair has been attributed to a temporary pressure atrophy, 
caused by a perifollicular syphilitic infiltrate; by others, it has been 
thought to be due to the remote toxins from Spirochaeta pallida, in no 
way therefore differing from the loss of hair which accompanies such 
diseases as typhoid fever and the various infections associated with 


pyrexia. 

Sabouraud,' in discussing the condition at some length, states that 
histologically there is no syphilitic alopecia. There are alopecias of 
infection, among which syphilitic alopecia is one of the most constant. 
In this connection, it may be stated that the investigations leading him 
to this conclusion were made from histologic examinations of the hair 
itself. More or less similar conclusions based on microscopic studies of 
the diseased hairs were reached by Darier.? 

In 1916, an interesting study bearing on the etiology of syphilitic 
alopecia appeared by Cyranka.* This paper refers to the fact that 


* Read at the Forty-Eighth Annual Meeting of the American Dermatological 
\ssociation, Washington, D. C., May, 1925. 

1. Sabouraud, in Fournier: Traite la syphilis 1:407. 

2. Darier: Ann. de dermat. et syph. 10:199, 1889. 

3. Cyranka: Berl. klin. Wehnschr. 53:713, 1916. 
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Gennerich called attention to the frequent association of basal meningitis 
and alopecia in 1914. Cyranka’s paper includes the study of twenty 
nine cases, of which sixteen occurred during the early secondary period 
and thirteen during the period of latency or as recurrences. Of these 
twenty-nine cases, the majority showed some deviation from the normal 
in the spinal fluid. In the first group of sixteen cases in the early 
period, pleocytosis, in one case reaching as high as 330 cells, seemed 
to be the most constant factor. In this group, 9 cells was the lowest 
lymphocytic count, and in spite of the marked changes which were 
present in the fluid, a positive Wassermann reaction was described as 
occurring only in two cases. 

In the group of cases in which the alopecia occurred during the 
latent period, the cell count was as high as 592 in one case; a positive 
Wassermann reaction occurred in two, and was doubtful in three. 

Summing up his results, Cyranka states that in only one case could 
the fluid be accounted as entirely normal. At the same time, he states 
that the actual infection of the fluid is not necessarily paralleled by 
pathologic changes or deviation from the normal criteria, indicating, 
therefore, that in his mind, the presence of an apparently normal fluid 
did not rule out meningeal involvement. 

Syphilitic alopecia, he concludes, is a true indication of meningeal 
syphilis. He states, however, that there is no neurogenic connection 
between the alopecia and the meningitis, but that the former is a 
mechanical result of a perivascular plasmoma in and about the vessels 
of the papillae of the hair, causing a temporary injury to the follicle. 

A second series of cases from Gennerich’s clinic is reported two 
years later by Gartner.‘ This observer adds twelve more cases to the 
group already studied. In most of these, the important changes in the 
fluid were those of pleocytosis, and it is interesting that a negative 
\Wassermann reaction occurred in one case in which the cell count was as 
high as 480. 

(Of particular interest and importance in Gartner’s series, however, 
are the histories of three cases in which alopecia occurred early and was 
followed later, in spite of more or less treatment, in one case by optic 
neuritis and marked increase in tendon reflexes and changes in the 


spinal fluid, indicating presumably a diffuse cerebrospinal syphilis ; in 


the second case, after five years, by a definite general paresis and 
in the third case, after six years, by a presumptive parenchymatous 
deterioration. 

From the histories of these two groups of cases, it is not made evi- 
dent whether the alopecias are all of the essential type or whether some 


4. Gartner: Dermat. Wehnschr. 63:659, 1916. 
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Fig. 1—Two cases of essential alopecia, one of symptomatic alopecia. The 
patient to the extreme right had early basilar meningitis; he now has paresis. 
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Fig. 2.—Typical case of essential alopecia No perifollicular chang 


ndicative of syphilis are seen. 
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were associated with true syphilids of the scalp. We believe these two t 
be fundamentally different, and in the cases presented in our study, w« 
have made a sharp differentiation between these two groups. 

The discrepancy between pleocytosis and a positive Wassermann test, 
as indicated in these two series of interesting cases, as well as any other 
differences which may be noted in the series of cases to be studied herein, 
may be due to differences in laboratory technic, as well as to different 
standards of normalcy. 


TYPES OF SYPHILITIC ALOPECIA 

This study of thirty-seven cases was undertaken in the hope that 
additional light might be thrown on the causation of syphilitic alopecia, 
as well as to confirm definitely the association of it with meningeal 
syphilis. In the main, our results confirm the observations of Cyranka 
and Gartner as to the frequent association of cerebrospinal involve- 
ment and alopecia, and we have additional information to offer on the 
basis of histologic studies clearly differentiating the essential from the 
symptomatic type. 

Biopsies were made in three cases of alopecia with associated 
papular lesions on the scalp, and were compared with sections from a like 
number of cases of the essential type in which no visible lesions were 
present, 

The confusion of ideas regarding the mechanism of alopecia is due, 
we believe, to the failure to differentiate distinctly two types: that 
occurring without visible accompanying syphilids and that in which the 
loss of hair is apparently due to papular or other lesions on the scalp. 

The literature records the fact that in the essential type, loss of hair 
elsewhere, notably on the face, genitals and axillae, occasionally or rarely 
accompanies the loss of cranial hair. Our observation leads us to believe 
that in cases of essential alopecia careful examination of not only the 
genital and axillary hairs, but also of the entire lanugo hair system, 
shows a patchy loss of hair to be a relatively frequent occurrence. It 
may be readily understood that with the striking loss of cranial hair one 
might readily pass over or fail to notice corresponding loss of hair else- 
where on the body, particularly in cases in which the latter is normally 
scant. 


More particularly, however, we believe the failure to associate loss of 


body hair in the essential type is due to failure of critical examination. 

In not a few of our cases in which the patients were particularly 
hairy, the loss of hair on the arms and legs, as well as the genital and 
axillary hair, was as striking on critical examination as the loss of the 
hair of the head. 
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Fig. 3.—High-power magnification showing normal follicles in essential 


syphilitic alopecia. 
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lig. 4—High-power magnification showing perifollicular syphilid. 
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In our series of thirty-seven cases, thirty occurred without any 
visible manifestation on the scalp. The remaining seven were cases in 
which papular lesions of various types occurred. 

(Of the thirty cases of so-called essential alopecia, pleocytosis occurred 
in seventeen, increased solids in twenty-four, positive Wassermann 
reactions in fifteen and colloidal gold changes in eighteen. In only 
three cases of this group could the spinal fluid findings be considered 
entirely negative. It is to be noted, however, that in one case in which 
the spinal fluid was negative, the patient had neurosyphilis, as indicated 
by neuroretinitis, increased tendon reflexes, inequality of the pupils, 
dizziness and ataxia in the dark. 

()f the seven cases in which the alopecia was caused or accompanied 
by an exanthem on the scalp, five cases were frankly negative according 
to the neurologic examination and the spinal fluid findings. Of the 
remaining two, there was a cell count of 9 and slight changes in the 
organic solids in one, and a questionable Wassermann reaction but no 


other changes in the fluid in the other. 
Spinal Fluid Findings ww Thirty Cases of Essential Alopecia 


Number Per Cent. 


Pleocytosis (over & cells).... J vaadins ee Pee Se 17 6 
Increased solids ..... ; cunnie ; es ae 4 s0.0 
Wassermann changes . : Pe Fa a aths alin th 15 TO 
Colloidal gold chamges................. _ ie call Ren 18 60.0 
Associated leukoderma colli i ie taeda nioke 11 36.6 
‘Total cases with positive findings...... ; knah 17 6 
‘Total cases with doubtful findings a a olen aukininn Manan te 4 6 0.0 


- 922 


Total cises with negative findings.. atic ri 3.3 


We were fortunate to have been able to have studied three cases of 
syphilitic alopecia simultaneously (Fig. 1). Biopsies were obtainable 
from all three of these, and subsequent biopsies were obtained in three 
cases occurring at later intervals. 

(Of the three cases seen simultaneously, two were of the essential 
tvpe and one was associated with lesions on the scalp. Of the two 
with the essential alopecias, one showed an early meningitis, and the 


patient is now under our care with a general paresis, five years after his 


admission. The second showed slight changes in the fluid and has 
unfortunately been lost to us, so that we know nothing of his subsequent 
history. The third case in which there was a symptomatic alopecia was 
entirely negative, and this patient also was lost to our records, and we 
have no knowledge of his present condition. 

\ most striking difference in the histologic picture is to be noted in 
those cases in which alopecia was essential and in those in which the 


alopecia was accompanied by a syphilid of the scalp. 
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Fig. 6.—Extensive perifollicular syphilid showing giant cell formation. 
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As may be seen in Figures 2 and 3, the essential alopecia is char- 
acterized by an absolutely negative histologic picture. There was not 
only no suggestion of perifollicular infiltrate, but the picture was that 
of an entirely normal scalp. 

In the type characterized by an exanthem, the picture in all the 
sections examined is essentially the same, namely, a perivascular and 
perifollicular syphilitic plasmoma. In this type of case, therefore, the 
loss of hair can properly be ascribed as being due either to the mechanical 
influence of pressure atrophy or to the local effects of spirochetes or their 
toxins (Figs. 4, 5, 6). 

In the essential type in which no histologic changes are to be found, 
one must look for an entirely different explanation for the causation of 
the alopecia. The sections from this type were carefully searched for 
spirochetes by the department of pathology of the University of Michi- 
gan, according to the newest methods, and in none of the sections 
examined were any spirochetes found. 

The marked association of acute neurosyphilis with the essential syph- 
ilitic alopecia as recorded by Cyranka, Gartner and ourselves might first 
lead to the suggestion that the loss of hair is a true neurosyphilid ; in other 
words, an innervation disturbance. 

Since the scalp has a dual source of nerve supply—the anterior por- 
tion being supplied by the fifth and the posterior nuchal portion by the 
cervical cord, and since not only is the hair of the scalp involved, but 
we believe, the entire hairy system of the body, it at once becomes 
evident that some other explanation must account for the phenomenon. 

As stated before, Cyranka believes that the loss of hair can in no 
way be regarded as neurogenic. The belief of the French school, on 
the other hand, is that alopecia is analogous to that occurring in various 
infectious febriculae. We believe, however, that more tenable than 
either of these views, and one which would link distinctly the meningeal 
involvement with the phenomenon other than as a coincidence, is the 
hypothesis that the associated neurosyphilis produces a profound dis- 
turbance of the autonomic nervous system, particularly as this effects the 
glands of internal secretion. In this case, then, the loss of hair is not 
the result of injury to the follicle itself, but is rather the result of 
temporary interference with general hair growth. 

In this connection and in support of this theory, it may properly 
be pointed out that loss of hair not infrequently occurs following injury 
to the cervical sympathetic nerves, and that general thinning of the 
hair, associated with definite endocrine dysfunction, is frequently seen 
in hyperthyroidism. The temporary loss of hair associated with dis- 
turbances of ovarian and testicular secretion, with pregnancy, and the 


permanent loss frequently occurring in castration, offer additional 
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examples of the profound influence of the entire endocrine system on the 
growth and nutrition of hair. 

We desire to direct attention to another interesting phenomenon 
which may bear distinctly on this problem. In our series of thirty cases 
of essential alopecia, eleven were found to be associated with a corre- 
sponding leukoderma colli. In the group of the symptomatic alopecias, 
on the other hand, only a-single case of leukoderma was found associ- 
ated. The nature of the pigmentary syphilid of the neck is somewhat 
obscure. It seems more than likely, however, that such abnormalities of 


pigmentation may well be associated with disturbance, temporary at 


least, of endocrine functions; pigment genesis being accepted as closely 
related, particularly under pathologic conditions, with endocrine disease. 


CONCLUSIONS 

Syphilitic alopecia of the essential type has a high associated incidence 
of meningeal syphilis, as indicated by spinal fluid findings. 

The absence of the accepted criteria in the spinal fluid cannot, more- 
over, be accepted as absolute evidence of the absence of such involvement. 

Microscopic study shows that the essential syphilitic alopecia is not 
due to any local pathologic disturbance of the scalp, or more specifically, 
of the follicular apparatus. It is therefore not a true syphilid. 

Clinical analogy affords the suggestion that it is due to endocrine 
dysfunction as a result of association and involvement of the autonomic 
nervous system. 

Symptomatic alopecia representing a smaller group of the entire 
syndrome is a true syphilid, apparently caused by a _ perifollicular 
plasmoma. 

DISCUSSION 

Dr. Joun A. Forpyce, New York: Dr. Wile has given us an important con- 
tribution, in which he has clearly differentiated between essential and inflam- 
matory alopecia. I have noted many instances of neurosyphilis occurring in 
patients with essential alopecia. 

Dr. Harotp N. Core, Cleveland: One part of Dr. Wile’s figures interested 
me greatly, and that was the association between essential alopecia and leuko- 
derma syphilitica. We have almost reached the point at which we take for 
granted a diagnosis of cerebrospinal involvement when we see the essential 
type of alopecia. I think there is no question about the fact that these cases 
are due to a central neurosyphilitic derangement. 

Dr. SAMUEL E. Sweitzer, Minneapolis: The subject of syphilitic alopecia 
and its associated leukoderma was brought to our attention recently in Minne- 
apolis by Dr. Wile, and he said that he would enlarge on the leukoderma in 
his paper. I wish he would say a little more about it. 

I have recently been interested in the book of Professor Kyrle, of the 
Finger Clinic in Vienna, on “Histopathology of the Skin.” In discussing pig- 
mentation and depigmentation, he stated that in more than 80 per cent. of all 
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cases of leukoderma and alopecia in cases of syphilis there are pathologic 
findings in the cerebrospinal fluid; that is, there is a circumscribed syphilitic 
meningitis, which, because of the high percentage, can hardly be looked on as 
accidental. He believes that there is a causal relationship between leukoderma 
and alopecia on one side and meningeal syphilitic localization on the other. It 
is possible that the meningeal focus is located in the vicinity of the pigment 
center, if there is such a center, of which we possess no definite proof. It 
seems proper to look on such an important function as pigment formation as 
being under the control of the central nervous system, as, for example, the 
breathing center. It may be that the entire mechanism of melanin formation 
is regulated from one center, as, for instance, in the brain substance—perhaps 
the medulla. 

Dr. C. Morton Situ, Boston: I feel that we are greatly indebted to Dr. 
Wile for the manner in which he has presented this subject. We have noticed 
the association of alopecia and leukoderma as mentioned by other members, 
and since Dr. Wile called attention to the high percentage of positive spinal 
fluid in these cases some time ago, we have confirmed this observation in 
certain cases. While the number has not been large, the findings agree entirely 
with Dr. Wile’s observations. 

Dr. Joun H. Stokes, Philadelphia: Dr. Wile’s paper admirably illustrates 
the value of not believing everything one hears. It has so long been accepted 
on the word of the “fathers” that syphilitic alopecia is due to an infiltrative 
syphilid of the hair follicle, that positive congratulation is due to the observer 
who declines to accept tradition and explores the matter on his own account. 

[ should like to ask whether Dr. Wile, in his review of the literature, 
encountered any experimental work on animals in which the condition of the 
cervical sympathetic ganglions were studied in connection with syphilitic infection 

I should also like to ask whether there are any local morphologic differences 
detected without biopsy which will distinguish the alopecia of neurogenous 
origin from that which is an actual local syphilid. 

Dr. SIGMUND PoLiitzer, New York: I think I voice the sentiment of the 
Association in saying that Dr. Wile’s paper constitutes a real addition to our 
knowledge. We have for the most part looked on the alopecia of syphilis as 
a toxic process, with perhaps occasionally a few evidences of local syphilitic 
lesions. 

It would greatly interest me to hear from Dr. Wile some, necessarily specu 
lative, reason for this association of neurosyphilis and alopecia. [| think it 
would be interesting to know what he looks on as the probable connection 
between the two conditions. Then I should like to ask whether he has looked 
at the question from the other side; whether among the inmates of psychiatric 
institutes, in those with neurosyphilis of long standing, there is a history ot 
alopecia. 

Dr. J. FRANK SCHAMBERG, Philadelphia: I wish to ask whether Dr. Wile 
can give us any data concerning the initial and secondary exanthems in these 
cases of essential alopecia. I think the correlation of these data with the 
development of nervous syphilis and the production of this alopecia might shed 
much light on the duality or multiplicity of the different strains of spirochetes. 


Dr. Uno J. Wire, Ann Arbor: Answering Dr. Stokes’ second question with 
regard to the differentiation between the essential and symptomatic cases: The 
essential cases have nothing except the moth-eaten appearance. This same 


moth-eaten appearance is evident in the other cases plus the papular syphilid. 








ur 
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| regret greatly that Dr. Wade Brown of the Rockefeller Institute is not 
here, for he has exactly what Dr. Stokes requests, the experimental evidence. 
He has it in a strain of rabbits. The very thing Dr. Stokes asked about will be 
shown by Dr. Brown in the Journal of Infectious Diseases. 

I think in the eleven cases of leukoderma in connection with alopecia of the 
essential type none of the patients had preexisting syphilids of the neck. They 
occurred in just the same way as did the alopecia. If we may assume that there 
is such a thing as pigmentary control, I think the relationship of this alopecia 
and leukoderma is more striking and interesting. There is a profound dis- 
turbance of the hair growth of the body, temporarily at least, and a profound 
disturbance of pigment distribution. At this time, the presumptive evidence 
is that this is due to some derangement, at least temporarily, of the glands 
of internal secretion. 

Dr. Pollitzer’s question in regard to the association of late syphilis and 
alopecia is easily answered. In most of the institutes the history is so difficult 
to obtain that it is not useful, but in most of the cases there is absence of any 
history. The statistics show that alopecia of the essential type occurs in about 
5 per cent. of all cases. The incidence of late neurosyphilis is about the same, 
varying from 5 to 10 per cent., depending on the source of the information. 
Beyond that there is no apparent association. In the last twelve cases of 
Cyranka’s, three of which were observed early, one patient developed paresis, 
one developed tabes and three developed spinal syphilis. In my group, one has 
developed paresis and three are under observation now with various types of 
neurosyphilis. 

Answering Dr. Schamberg’s question with regard to the severity of the 
early symptoms: Most of the patients have shown a very mild exanthem. 











BLOOD CHOLESTEROL FINDINGS IN SYPHILIS 
AND IN OTHER SKIN DISEASES 


AN ACCURATE TECHNIC FOR EXTRACTING BLOOD CHOLESTEROL * 


ISADORE ROSEN, M.D. 
AND 
FRANCES KRASNOW, Pu.D. 
NEW YORK 


Much work has been done in the study of cholesterol, and many 
investigators have reported their findings in various diseases, among 
them syphilis. 

We undertook the study of cholesterol in syphilis because a large 
number of patients in whom the only symptom is a positive Wassermann 
reaction with the cholesterinized antigen are continually seen by us in 
office and hospital practice, with all other evidence of a syphilitic infec- 
tion absent. At the present time, the consensus of opinion of most of the 
investigators seems to place all these patients in the syphilitic group. 


Our present studies are concerned with the cholesterol content of 
whole blood. This lipin is found to vary in normal persons depending 
on age, type of food ingested, and the physiologic activity of the organs 


of digestion and excretion. The normal range is still debatable, but is 
accepted by most investigators as being from 140 to 180 mg. per hundred 
cubic centimeters of whole blood. Readings below or above either 
extreme are considered either low or high, and frequently can be 
accounted for by diet alone, as the ingestion of foods rich in cholesterol, 
such as eggs, butter, cream, meat and fish have been found to increase 
the amount. In pregnancy and in pathologic processes a wide variation 
may also be encountered. 

Bacmeister and Henes* found an increase in diabetes, pregnancy, 
gout and adrenalitis. The increase in pregnancy they believe to be due 
to the retention of lipins and decreased excretion and not to the 
endogenous manufacture of cholesterol. In infectious diseases, such as 
typhoid fever, scarlet fever, pneumonia and erysipelas, they found a 
decrease in cholesterol, and the higher the fever the lower the 
cholesterolemia. 


* From the Department of Dermatology and Syphilology and the Department 
of Biological Chemistry, College of Physicians and Surgeons, Columbia University. 

* Read at the Forty-Eighth Annual Meeting of the American Dermatological 
Association, Washington, D. C., May, 1925. 

1. Bacmeister and Henes: Deutsch. med. Wchnschr. 39:554, 1913; 40:385, 
1914. 
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Chauffard et al. are of the opinion that a rise in the cholesterol 
content of the blood in typhoid fever is an indication of its antitoxic 
action and parallels the acquisition of the degree of immunity in a 


disease. During the febrile stage of tuberculosis they found a hypo- 
cholesterolemia and corroborated the findings of previous investigators 
that the higher the fever the lower the cholesterol. 

MacAdam and Shiskin * claim that a low blood cholesterol deter- 
mines the intensity of the syphilitic reaction in the body. The nearer 
it approaches normal the stronger the Wassermann reaction in a 
given case. 

Pighini * claims that there is an increase in cholesterol in congenital 
syphilis. 

Thalhimer and Hogan® believe that with a large increase in 
cholesterol the Wassermann reaction becomes negative; they did not 
obtain false positives with a hypercholesterolemia. In pregnancy they 
found from 250 to 375 mg.; in diabetes, from 205 to 242 mg.; in 
nephritis, 833 mg., and in jaundice, 500 mg. 

The question of the effect of an increased cholesterol content of 
the blood on the Wassermann reaction has given rise to much dis- 
cussion and many investigations. All authors are practically agreed 
that this increase in a properly balanced system does not influence the 
test. However, it is a common occurrence to see pregnant women dur- 
ing the various periods of gestation in whom the only symptom of a 
syphilitic infection is a positive Wassermann reaction, with the choles- 
terinized antigen varying in strength from one plus to complete fixation. 
In following up after delivery a number of these patients who had not 
received syphilitic treatment, a gradual disappearance has been noted. 
This often raises the question as to the justifiability of inferring the 
presence of the disease in the absence of other evidence. 

The study of blood cholesterol has been carried on during the past 
twenty or more years by numerous investigators, and many methods have 
been described for its determination. In applying one or two of the 
more popular methods to the work we had planned, many irregularities 
were encountered, with the result that readings on duplicate specimens 
varied so much that we soon came to the decision that such findings 
would be valueless. We therefore set to work to locate the various 
factors concerned in these errors, and after many months, evolved a 


2. Chauffard, Laroche and Grigaut: Compt. rend. Soc. de biol. 70:108, 
1911. 

3. MacAdam and Shiskin: Brit. J. Surg. 12:435, 1925. 

4. Pighini: Ztschr. f. d. ges. Neurol. u. Psychiat. 4:629, 1911. 

5. Thalhimer and Hogan: Inability of Serum with High Cholesterol Content 
to Increase Strength of Wassermann Reaction, Arch. Dermat. et Syph. 7:482 
(April) 1923. 
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technic which we believe to be an accurate one for cholesterol determi- 
nation. The method is essentially that published by Myers and Wardell. 
Several steps in the procedure had to be modified. We found it neces- 
sary to standardize (1) the trituration process used in mixing the 
blood with the plaster of Paris before drying, (2) the plaster of Paris, 
(3) the appropriate amount of drying, (4) the trituration of the dried 
blood-plaster of Paris mixture and (5) the extraction apparatus. 










TaBLe 1.—Characteristic Cholesterol Values Obtained in Duplicate 
Determinations 





































as. Determination 1 Determination 2 
Serial (Mg. in 100 C.c. of (Mg. in 100 C.c. of 
Number Whole Blood) Whole Blood) 

ere inéelbesedidaineeee 125 124 

A ee 122 122 
Snake nhc ok ean seaebodendaa 101 099 { , 
374........ cracnadass sauniiee; 107 110 Low range 
cede ssh awhe dada tbetaesan 103 104 | 

aadaevans Sain n ements 093 J 













EAP POOLE SIME wT 161 
Meek tacesneeesetcenecsdanans’ 178 177 
ere 143 145 

ais 163 






Normal range 





OIE EA ARPES Feoaaaye 2s 296 High range 











TABLE 2.—Comparison of Characteristic Cholesterol Values Obtained in 
Duplicate Determinations 


















Values Obtained by Technic Used 
= 









For Present Report By Laboratory XXX 
be Se ee ee Ree ee 157 200 
155 152 















165 
167 


136 
249 








A detailed discussion of the process will be published later ; however, 
we present in Table 1 a list of characteristic cholesterol values obtained 
in duplicate determinations and in Table 2 a comparison of our values 
with those reported by another laboratory. 

The determinations which form the subject of this preliminary 
report were with few exceptions made on ambulatory clinic patients. 
This fact must be borne in mind for the reason that the regulation of 
the food intake plays an important part in the cholesterol found in the 












6. Myers and Wardell: J. Biol. Chem. 36:147, 1918. 
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blood and must be taken in consideration in its estimation.’ The patients 
were all questioned as to their diet and treatment, but we realized that 
the information obtained from a clinic patient is not always reliable. No 
special attempt was made to select the cases ; the majority were patients 
suffering from syphilis. We also included a small group of patients with 
the commoner skin diseases as a control. 

In these investigations it has not been possible for us to follow up 
patients in whom unusually high or low readings were obtained. A 
thorough physical examination is indicated in these cases to rule out 
diabetes, nephritis, cardiovascular and hepatic disease, because these 
complications affect the value of the findings. 






OF CASES 





CLASSIFICATION 





SYPHILITIC 


The syphilitic cases have been grouped as follows: 
1. Primary syphilis with positive dark-field and negative Wasser- 
mann reaction with and without treatment. 

2. Primary syphilis with positive Wassermann reaction with and 
without treatment. 

3. Primary and secondary syphilis (with skin or mucous membrane 
lesions) with and without treatment. 


4. Tertiary syphilis with and without treatment. 


uw 


. Latent syphilis with and without treatment. 

6. Pregnant syphilitic women in the various stages of gestation, 
with and without treatment. 

7. A group of patients with congenital syphilis with and without 
treatment. 

An analysis of Table 3 shows 13 cases of primary syphilis; in 7 of 
these cases the dark-field examination was positive, 5 presenting a nega- 
tive Wassermann reaction and 2 a beginning inhibition; none of these 
patients had received treatment. All showed a strikingly low cholesterol 
content ranging from 100 to 125. Two cases with a positive dark-field 
and strongly positive Wassermann reaction gave a low reading. On the 
other hand, of 4 patients under treatment—all with positive dark-field 
examinations, 2 with negative and 2 with positive Wassermann reactions 

-2 gave normal and 2 high readings. Obviously these findings would 
indicate that in the early stage of syphilis there is a decided drop in 
the cholesterol content of the blood. 

Table 4 shows 11 untreated secondary syphilitic patients with strongly 
positive Wassermann reactions, 6 of whom had a low, 4 a normal and 
1 a high cholesterol content ; 54 per cent. of the cases therefore fell in the 
low group. 








7. Rothschild: Proc. New York Path. Soc. 14:229, 1914. 
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TaBLeE 3.—Cholesterol Content of Whole Blood in Primary Syphilis 
(Thirteen Cases) 








Total Wassermann Reaction 
Cholesterol, Antigen 
j = 


Serial Mg.in - ‘ 
Number Age Color Diet 100 C.c. Aleohol Cholesterol Remarks 


2 B General 100 
w General 125 0 
General 125 ? ‘i 
General 107 General adenopathy 
General 100 
General 109 
General 
General 
General 


General 3 0 2 neo-arsphenamin 
Generai : - + 7 arspkbenamin 
General f 5 arspbenamin 
General } 9 arsphenamin 








4—Cholesterol Content of Whole Blood in Secondary Syphilis 
(Eleven Untreated Cases) 














Tota) Wassermann Reaction 
Cholesterol, Antigen 
Serial Mg. in ———- —-~————_-+, 
Number Age Sex Color Diet 100 C.e. Aleohol Cholesterol Remarks 


M ; General 101 t+++ t++++ Seabies 
F General 72 H+ +++ 
M General 164 + : ++ 
F y General 104 -+ +4 ++4 
M General 211 : - - : Infiltrated sear; gen- 
eral adenopathy 
General 147 ++4+- Primary lesion 
present 
General 
General b+++ 
General : ++ Primary lesion 
present 
General ++-4 . 
General b+++ ? Pityriasis rosea 








TaBLe 5.—Cholesterol Content of Whole Blood in Secondary Syphilis 
(Fifteen Treated Cases) 








Total Wassermann Reaction 
Cholesterol, Antigen 
Mg. in “~ 
Number Sex Color Diet 100 C.e. Aleohol Cholesterol Remarks 


167 2 M Ww General 128 ++t+ ++++ 1course 
8 j M B General 129 +++4 +++4++ General adenopathy; 
15 arsphenamin 
7) 18 F B General 134 ++i+ ++++ 4 arsphenamin 
M w General 163 ++++ +++4++ 8 arsphenamin 
Generali 146 0 0 8 arsphenamin 
Has been strongly 
positive 
General 178 0 0 14 arsphenamin 
Has been strongly 
positive 
General 151 0 0 9 arsphenamin 
Has been strongly 
positive 
General 144 +++ ++++ ? arsphenamin; 1 
mercury 
General ttt ++++ 2arsphenamin 
General 148 +He+ ++++ 3 arsphenamin 
General 113 tat ++++ 2mercury 
General 167 ++i+ ++++ 4arsphenamin 
General 121 Pett tee 10 arsphenamin 
General +++ ++++ 10 arsphenamin; 30 
mercury 
General AH ot - 5 arsphenamin; 3 
mercury 








TABLE 6.—Cholesterol Content of Whole Blood in Tertiary Syphilis 
(Fifty-One Treated Latent Cases) 
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243 
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58 
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63 
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M W 
F W 
M B 
M B 
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M Ww 
F B 
F Ww 
M B 
M w 
F B 
M w 
M Ww 
F Ww 
M Ww 
M Ww 
M w 
F Ww 
M w 
M w 
M B 
M B 
F B 
M B 
F B 
F w 
M w 
M B 
F Ww 
F Ww 
M B 
M w 
F Ww 
M w 
F w 
F B 
M Ww 
F B 
M B 
M B 
F w 
M Ww 
M Ww 
M W 
P Ww 
M B 
F B 
F w 
M Ww 
M 3 
F B 


Diet 


General 
General 
General 


General 
General 
General 


General 
General 


General 


General 
General 
General 
General 
General 
General 


General 
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General 
General 
General 


General 
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General 


General 
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General 


General 
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General 
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General 
General 
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145 
168 
171 


183 
171 
174 


216 
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147 
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165 
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164 
184 
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Remarks 


3 arsphenamin; 150 mercury 
6 arsphenamin 
30 arsphenamin 


1 arsphenamin 
3 arsphenamin 
3 arsphenamin 


15 arsphenamin 
9 arsphenamin; 12 mercury 


11 arsphenamin 


Last treatment 6 years ago 
3 arsphenamin 

35 arsphenamin 

20 arsphenamin 
8 arsphenamin 

48 arsphenamin 


2 courses 

3 arsphenamin; 6 mercury 
3 arsphenamin 

8 arsphenamin 

5 arsphenamin 

8 arsphenamin 
Treatment by mouth 
5 arsphenamin 

4 arsphenamin 

1 arsphenamin 

Many arsphenamin 


2 courses 
7 arsphenamin 


2 courses 
1 course 


6 arsphenamin 
12 arsphenamin; 8 mercury 
15 arsphenamin 


4 arsphenamin 
5 arsphenamin 
6 arsphenamin 


4 arsphenamin 
8 arsphenamin 
7 arsphenamin 


8 arsphenamin 
5 arsphenamin 
Many arsphenamin 
8 arsphenamin 


1 course 


6 arsphenamin 
2 arsphenamin 
6 arsphenamin; 16 mercury 


7 arsphenamin 
12 arsphenamin; 300 mercury 
12 arsphenamin 
6 arsphenamin 
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Table 5 shows 15 persons with treated cases of secondary syphilis, 
in 3 of whom the blood changed from strongly positive to negative and 
in 12 of whom it was still strongly positive. Six fall in the low group 
and 9, or 60 per cent., in the normal group. 

Table 6 covers 51 tertiary treated cases in all of which the blood 
had been or was still strongly positive; 8 had a high, 33 a normal, and 
10 a low cholesterol content ; in other words, about 65 per cent. fell in 
the normal group, which is the same as for the treated secondary cases. 

Table 7 shows 25 untreated miscellaneous cases of tertiary syphilis, 
including some with active lesions or with positive Wassermann reac- 


TABLE 7.—Cholesterol Content of Whole Blood in Tertiary Syphilis 
(Twenty-five Untreated Miscellaneous Cases) 











Total Wassermann Reaction 
Cholesterol, Antigen 


Mg. in. ————__*~-—_—+ 
Sex Color Diet 100 C.e. Aleohol Cholesterol Remarks 


M General 196 he +4 Gumma of leg 
F d General 163 +++ b+++ 
J General 182 ++4+4 + 
General 156 + 
General 129 +++ ++++ Gummaofleg 
General 157 
General 102 ++++ Uleer in mouth 
General 113 ++ +4 Interstitial keratitis 
General 192 
General 198 
General 125 
General 190 - 
General 178 : ++++ Periostitis of leg 
General 38 L+4 Iritis 
General 100 - } 
General y - +++- Erythema multiforme 
General 
General 3 ~ - + One stillbirth 
General 56 - -+ ++ 
General 6 ead t+++ 
General +++4 ++ Cardiovascular involvement 
General 0 0 

Has had strongly 

positive test 

General $+ + +++ 
General 8 bait ++++ 
General +++ +4 +++4 Gumma of neck 


SRS RS eS eee ee 





tions only ; 6 had a high, 11 a normal and 7 a low cholesterol content, 
with 48 per cent. for the normal group, somewhat less than for the 
treated group. 

Table 8 details 20 cases of neurosyphilis in 18 of which the patients 
were treated ; 6 had a high cholesterol content; of these, 1 patient had 
not received treatment. Nine who had been treated were normal, and 5, 
of whom 3 were treated, had a low cholesterol content; that is, 45 per 
cent. gave normal findings. 

Table 9 shows 5 cases of optic atrophy in which all the patients were 
treated, 3 had positive and 2 negative Wassermann reactions; 1 had a 
high and 2 had a low cholesterol content; 2, or 40 per cent., were 
normal. 
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Tables 10 and 11 show the results in 37 cases of pregnant syphilitic 
women, 29 with a strongly positive Wassermann reaction and 9 with 
a negative reaction but with other manifestations; 3 had not received 
treatment; the remainder had received from 1 injection to 2 or more 
courses. Five patients were in the third month of gestation; 2 had a 


Taste 8—Cholesterol Content of Whole Blood in Cerebrospinal Syphilis 
(Twenty Cases) 








Total Wassermann Reaction 





Cholesterol, ntigen 
Serial g.in - A ~ 
No. Age Sex Oolor Diet 100 C.c. Aleohol Cholesterol Remarks 
321 38 M w General 201 +++ 5 ie aie oie 28 arsphenamin 
68 44 M W General 129 Se ana ++++ 120 arsphenamin 
10 49 F B General 185 a ++++ No treatment 
00 35 M Ww General 199 +He4 ++++ 3 courses 
202 O F w General 165 0 0 Treatment ? 
100 29 F B General 161 set +++ =o ?; 6 arsphen- 
amin 
101 39 F B General 195 ? ? 13 arsphenamin 
Has been strongly 
positive 
246 58 M w General 115 se ++++ 11 arsphenamin 
20 8646 M w General 173 0 0 30 arsphenamin; 15 mercury 
Has been strongly 
positive 
74 37 M w General 1% tt tt 5 eae ee 40 arsphenamin; 50 mercury; 
vascular involvement 
41 42 M w General 230 att ++++4+ No treatment; aneurysm 
D 35 M w General 129 0 0 10 arsphenamin 
Has been positive (++) 
ot 46 M w General 165 0 0 SO arsphenamin 
Has been strongly 
positive 
3o 45 M w General 162 +++ + 4arsphenamin; 100mercury 
239 40 M Ww General 195 fe af afe of ++++ 22 arsphenamin; 6 spinal in- 
jections 
171 35 M w General 136 ++++ ++++ 2 courses 
71 52 ; Ww General 172 +++ , = Vascular involvement; 1 
arsphenamin 
4 > F w General 147 ? ? 45 arsphenamin 
4 S$ M w General 102 ? ? 3 arsphenamin; 4tryparsa- 
Has been strongly mide 
positive 
4 29 M w General 148 +et+ - 2 arsphenamin 





TABLE 9.—Cholesterol Content of Whole Blood in Cerebrospinal Syphilis 
with Optic Atrophy (Five Cases) 











Total Wassermann Reaction 


Cholesterol, Antigen 

Serial Mg. in ————_ + 
No. Age Sex Color Diet 100 C.c. Aleohol Cholesterol Remarks 
306 40 M w General 116 ta and 25 arsphenamin 
163 52 M w General 186 0 - 2 arsphenamin 

Has been positive 

255 39 M w General 129 0 0 10 arsphenamin 

Has been positive (++) 
32 55 M w General 164 ~+i~ ++ 8 arsphenamin 

164 46 M Ww General 171 ee ++t+ Treatment 7 





high and 3 a normal cholesterol content; 4 were in the fourth month 
of pregnancy; 1 had a high and 3 a normal cholesterol content ; 10 were 
in the fifth month of pregnancy ; 8 had a high and 2 a normal cholesterol 
content. Three were in the sixth month of pregnancy, 1 had a high, 
1 a normal and 1 a low cholesterol content. Twelve were in the seventh 
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month of pregnancy; 8 had a high, 3 a normal and 1 a low cholesterol 
content. Three were in the eighth month of pregnancy; 2 had a high 
and 1 a normal cholesterol content. Summarizing, we find that 22 had 
a high cholesterol content, 13 were normal and 2 had a low cholesterol 


TABLE 10.—Cholesterol Content of Whole Blood in Syphilis (Thirty- 
seven Pregnant Cases) 








Dura- Total Wassermann Reaction 
tion Cholesterol, Antigen 
Gesta- Mg.in - ~ ‘ 
Age Color tion Diet 100 C.c. Aleohol Cholesterol Remarks 
28 3 General + 1 miscarriage; 3 arsphenamin 
3 3 General 0 1 miscarriage; 16 arsphenamin 
3 General ; + } 1 course 





General t+++ ++ 1arsphenamin 
Generai iD eb t t + No treatment 


General t++4 2 courses 
General t++4 ++ t 

General - acm 5 arsphenamin 
General 22: } - 1 arsphenamin 


General { - 3 arsphenamin; 3 mercury 
General < -- +++ Treatment for 

General 2 +++ 1 course 

General 5 +t - - + 2 courses 

General 2 ++ 7 arsphenamin 

General + + +++-+ lcourse 

General ‘ 7 arsphenamin 

General 22 +++4 + + 2arsphenamin 

General 5 ~ t+ 8 arsphenamin 

General ‘ ++++ ++++ 3 miscarriages 


General 4+-++4 ++++ 1 course, 2 dead children 
General 7 +++ -- + 3 arsphenamin 
General { ++ + No treatment 


General ‘ Lae + 5 arsphenamin 
General 3 + 3 arsphenamin 
General + ++ 6arsphenamin 
General 20 + 9 arsphenamin 
General 218 ++ +4 ++ + 1arsphenamin 
General x +++- ++++ 1larsphenamin 
General : : 8 arsphenamin 
General 256 ++4 + 5S arsphenamin 
General 2 - No treatment 

General : +++4 + larsphenamin 
General ++- } + No treatment 

General ++ 4 arsphenamin 


. 
‘ 
— 
‘ 
‘ 
‘ 
‘ 
‘ 
‘ 
‘ 
‘ 
‘ 
‘ 
‘ 


General ~ + +4 5 arsphenamin 
General + 10 arsphenamin 
General +4 t ++++ 2arsphenamin 








TABLE 11—Summary of Cholesterol Findings in Syphilis (Pregnant Cases) 








Duration of Gestation 


—__— ———$_———_— — ee | 


3 Months 4 Months 5 Months 6 Months 7 Months 8 Months 
4 3 12 3 
Cholesterol values in Mg. per 
100 C.c. of whole blood: 
High. ELS 
Normal....... ia 
iiisesenecsetstubase 


content; of the last two patients, one had not received treatment and 
one had received only one injection of arsphenamin. 

Table 12 shows 15 cases of congenital syphilis, 14 with a positive 
Wassermann reaction and 1 with a negative reaction but with stigmas 















content. 
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of the disease. Of the 11 treated patients, 1 had a high cholesterol 
content; 9 were normal and 1 had a low cholesterol content; of the 
untreated patients, 1 had a high, 1 a normal and 2 a low cholesterol 


Table 13 gives a summary of the cholesterol findings in syphilis. 
Table 14 shows a comparison between the cholesterol findings and 
the results of the Wassermann reaction, 169 cases being studied. Of 





TABLE 12.—Cholesterol Content of Whole Blood in Congenital Syphilis 
(Fifteen Cases) 
















Serial 
No. Age Sex Color 
84 2mo. F B 
397 Tyr. F w 
338 26yr. F Ww 










375 6wk. F w 
415 S8wk. F w 
383 l4yr. F w 
%1 33 yr. F B 
2 yr. F w 
9% 13yr. F B 
199 l6yr. F w 
0 l6yr. F w 
6 l4yr. F Ww 
69 2lyr. M Ww 
35 17 yr. M w 










Diet 
Well nourished 
General 
General 
Well nourished 
Well nourished 
General 
General 


General 
General 
Genera! 
General 
General 


General 
General 


General 





Total Wassermann Reaction 
Cholesterol, Antigen 

Mg. in 

100 C.c. Aleohol Gaaietene Remarks 
122 ++++4+ ++++ No treatment 
168 a. Cc. ++++ Treatment 
164 54 No treatment 
108 sie aie ae ++++ No treatment 
174 ++++ ++++ 2mercury 
199 ce ++++ No treatment 
157 conan +++ Sarsphenamin; saber 

shin 
161 +++4+ ++++ 40 arsphenamin 
162 +++4 ++++ 5 arsphenamin 
157 ++++ ++++ 16 arsphenamin 
158 ++++ ++++ Treatment ? 
Ts Sea ++4 Interstitial keratitis; 
3 arsphenamin 
180 ote ++++ 2% arsphenamin 
152 ~+ - Interstitial keratitis; 
Has been strongly 12 arsphenamin 
positive 

132 +++ ++++ %arsphenamin 











Primary: 
Treated. 
Untreated.... 
Secondary: 
Treated...... 
Untreated...... 
Congenital: 
Treated. re 
Untreated.. 
Tertiary: 
Treated 
Cerebrospi nal.. 











Untreated.. 
Cere brospin: al. 






Miscellaneous..... 











Ue) 







2 a normal and 1 








within normal range ; 
high, 15 with a normal and 2 with a low cholesterol content, giving 


78 per cent. normal; 7 cases with 2 plus reaction showed: 4 a high, 


Cerebrospinal (opti c > atrophy) She 
RRs dx ecunne ; ee 


Cerebrospinal vitals c wietesai 


Cholesterol Values in Mg. per 
100 C.c. of Whole Blood 





Number of ————-——__*~_——- —s\ 
Cases High Normal Low 
iisiuaeakenebaseeakanens 4 2 2 0 
9 0 0 9 
15 0 8 7 
11 1 4 6 
scbnnvatsenwts 11 1 9 1 
4 1 1 2 
72 13 42 17 
18 4 9 5 
5 1 2 2 
49 be 31 10 
27 8 12 7 
2? bd 0 0 
“ “ 0” 0” 
25 6 12 7 





110 patients with a 4 plus reaction, 
a low cholesterol content—that is, 45.5 per cent. of the cases were 
19 cases with a 3 plus reaction showed 2 with a 


31 had a high, 50 a normal and 


a low cholesterol content, or 28 per cent. normal. 





















516 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Of 9 cases with a 1 plus reaction, 1 showed a high, 5 a normal and 
3 a low cholesterol content, or 54 per cent. normal, while of 32 negative 
cases, 7 had a high, 15 a normal and 10 a low cholesterol content, or 
46 per cent. normal. 

Table 15 shows 8 cases of dermatitis venenata, in 2 of which there 
were manifestations of another skin disease. In 6 there was a high, in 
1 a normal and in 1 a low cholesterol content. 


TABLE 14.—Comparison of Cholesterol Findings with the Results of the 
Wassermann Reaction 








Results of the Wassermann Reaction 
- A 





++++ +++ ++ + 
ETT ETT OP EE 110 9 
Cholesterol values in Mg. per 100 C.c. of 
whole blood: 





Total 
Cholesterol, 
Mg. in 
100 C.c. 


Serial 


No. Diet 





129 
135 
195 
237 
145 
147 
148 
288 


Serial 


No. 
127 
139 
140 


Table 16 shows 7 cases of dermatophytosis. 


Color 
w 
Ww 
Ww 
w 
Ww 
w 


General 
General 
General 
General 
General 
General 
General 
General 


Diet 
General 
General 
General 
General 
General 
General 
General 


117 
231 
154 
189 
191 
188 
196 
188 


Remarks 


In combination with dermatophytosis 


In combination with neurodermite 





Total 





Cholesterol, 


Mg. in 
100 C.c. 
123 
191 
178 
168 
142 
122 


Wd 


Remarks 


In 2 there was a high, 


in 3 a normal and in 2 a low cholesterol content. 


Table 17 shows 6 patients with dermatitis seborrheica. 


high and 5 a normal cholesterol content. 


Table 18 shows 4 cases of pruritus. 


was normal, in 1 high and in 1 low. 


One had a 


In two the cholesterol content 
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17.—Cholesterol Content of Whole Blood in Dermatitis Seborrheica 








Sex 


fe et ty 


Color 


Ww 
w 
w 
Ww 
Ww 
Ww 


Diet 


General 


General 


General 
General 
General 
General 


Total 


Cholesterol, 


Mg. in 
100 C.e. Remarks 


155 
204 In combination with dermatophytosis 
159 
140 
161 


157 








Sex 


Color 


Ww 
Ww 
Ww 
Ww 


Diet 


General 
Genera! 
General 
General 


Total 


Cholesterol, 


Mg. in 
100 C.c. Remarks 


178 
158 


TaBLe 19.—Cholesterol Content of Whole Blood in Acne Vulgaris 








Serial 
No 


128 


Age 
23 


M 
M 


Color 


Color 


w 
w 
w 
w 
w 


Diet 


General 
General 
General 
General 
General 
General 
General 
General 


Diet 


General 
General 
General 
General 
General 
General 


Total 


Cholesterol, 


Mg. ia 
100 C.c. Remarks 


148 
130 
186 
151 
163 
134 
134 
195 In combination with pityriasis oleosa 


Total 


Cholesterol, 


Mg. in 
100 C.c. Remarks 
186 
202 
one? 
211 
161 In combination with pediculosis corporis 
1%6 
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Table 19 shows 8 patients with acne vulgaris. Three had a normal, 
3 a low and 2a high cholesterol content. 

Table 20 shows 6 patients with psoriasis. Four had a high and 
2 a normal cholesterol content. 


SUM MARY 


The blood cholesterol was low in 100 per cent. of the patients with 
untreated primary syphilis, 50 per cent. of the untreated secondary cases, 
and in 25 per cent. of the untreated tertiary cases. 

After treatment all our primary cases showed a rise in the cholesterol 


content to normal or above normal, whereas some of the secondary and 
tertiary cases remained low. 

The cholesterol content in 60 per cent. of the pregnant syphilitic 
women showed a high cholesterol value, 35 per cent. a normal value 
and 5 per cent. a low value. 

The blood cholesterol content in two infants with active manifesta- 
tions of syphilis was low. 

The blood cholesterol content in 82 per cent. of the treated patients 
who had congenital syphilis was normal. 

There seems to be no direct connection, at least as far as these studies 
are concerned, between the cholesterol content of the blood and the 
results of the Wassermann reaction. 

The cholesterol content of the blood was high in psoriasis and 
dermatitis venenata and normal in acne vulgaris, dermatophytosis and 
dermatitis seborrheica. 

DISCUSSION 

Dr. L. L. LaFetra, New York: I wish to ask one question: What were 
taken as normal values in early infancy for the cholesterol content of the blood? 
We have studied this question carefully because of the occurrence of nephrosis 
in children, and the values we have found are from 140 to 170, with an extreme 
range of 120 to 220. Unfortunately, I did not come in in time to hear the state- 
ment of the standards for infants, and therefore ask this question. 

Dr. IsaporeE Rosen, New York: Dr. LaFetra’s question is answered in the 
paper. We found that in the children we examined the range was between 130 
and 180. The findings are almost the same as in the adult cases. 








XLVI—A NEW APPLICATION FOR 
VARICOSE ULCERS * 


ROBERT H. DAVIS, M.D. 


ST. LOUIS 


The following formula was submitted to the writer for clinical trial 
some time ago by Dr. F. P. Dunnington, professor emeritus of analytical 
and industrial chemistry at the University of Virginia. Professor 
Dunnington thought it would be a superior stimulating and antiseptic 
application for ulcers and an excellent antiseptic remedy for small 
abrasions, etc., if mopped on several times daily. The formula is as 
follows : boracic acid, 63 Gm.; potash hydroxide (stick), 28 Gm.; water, 
200 c. ¢. 

Method of Preparation Heat the boracic acid and potash hydroxide 
with 150 c.c. of water in a porcelain dish. Let it cool and fill to 200 c. c., 
giving a solution of specific gravity of 1.2. This solution, while com- 
paratively mild in action on the unbroken skin, is frequently painful 
on ulcers if used in full strength. It will take off paint or varnish from 
furniture, so the patient should be warned against resting the cork or 
bottle, if any of the liquid is on the outside, on such surfaces. 

At the Barnard Free Skin and Cancer Hospital, extensive use has 
been, and is being, made of this solution in the treatment of varicose 
ulcers as follows: Any crusts are removed from the base of the ulcer, 
and the solution, diluted one-half with water, is mopped on gently. A 
variable degree of pain immediately ensues, which lasts from fifteen 
minutes to an hour, usually not more than fifteen or twenty minutes. 
Simple Lassar’s paste (that is, the following formula: zinc oxide, 
pulverized starch, 2 drams of each, white petrolatum to make 1 ounce) 
is applied spread on strips of muslin five or ten minutes after the solution 
has been used. The patient reapplies this salve twice daily, at least he 
is supposed to, but his cooperation has often been poor. 

We have had a series of fifty-five cases during the last two and a 
half years, of which the following, taken at intervals from the list, are 
typical : 

REPORT OF CASES 

Cast 1—A man, aged 47, had an ulcer of the leg of six weeks’ duration, of 
traumatic origin. There was no improvement after six weeks’ treatment with 
xeroform salve; cured in three weeks after above treatment was _ instituted. 


Solution was used full strength. 





* Studies, observations and reports from the Dermatological Departments of 
the Barnard Free Skin and Cancer Hospital and the School of Medicine, Wash- 
ington University, St. Louis, Mo., U. S. A., service of Drs. M. F. Engman 
and W. H. Mook. 
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Case 2.—The patient had an ulcer of the leg surrounded by a large pigmented 
area. It grew worse slowly during nine and a half months of treatment with 
sulpho-ichthyolate salve, balsam of Peru, 3 to 6 per cent. in salve, and applications 
of castor oil. These treatments were tried in succession. Then the foregoing 
treatment was begun. The solution was used full strength, and after five months 
the ulcer was reduced to the size of a fifty-cent piece, when the patient dis- 
appeared. 

Case 3.—Case 3 was similar to Case 2, but several ulcers were present. They 
failed to respond to Lassar’s paste used alone. The solution was begun full 
strength. Immediate marked improvement was shown, but the application was 
so painful that the patient disappeared from observation for one month after 
two months’ treatment. On her return, the solution was diluted one half and 
kept at this strength thereafter. Result: The patient was almost well in one 
month. She then disappeared from observation. 

Case 4.—The patient had a traumatic ulcer of the shin for eight months. 
Strapping and Lassar’s paste failed in this case. Treatment as outlined resulted 
in a cure in one month. This was one of our most striking cases. 


Case 5.—The patient had a varicose ulcer of the leg. The patient, who was 
70 years old, was almost well in one month, after which he became irregular in 
attendance, but he was completely cured in three months. Later this patient had 
phlebitis with severe pain, and a slight recurrence of the ulcer. 

Case 6.—The patient had traumatic ulcers on the right shin for one year. He 
was discharged cured in one month. 

Case 7.—The patient had ulcers on the outer anterior aspect of the right 
ankle. He was cured in one month after treatment was instituted. This patient 
also had diabetes. 

Case 8.—Severe varicose ulcers recurred at periods for many years. This 
patient had been cured two years previously in the Barnard Free Skin and Cancer 
Hospital by rest in bed for one month together with treatment as follows: 
Chlorazine in oil as a cleansing agent was followed by applications of scarlet 
red 3 to 5 per cent. in salve, and Lassar’s paste. She returned to the hospital 
with a severe recurrence 5 inches (12.7 cm.) long occupying the entire front of 
the leg. She was put to bed and the treatment outlined in this paper was begun 
She was practically cured in one month, when she died suddenly after two days’ 
illness with pneumonia. 

Case 9.—A woman, aged 30, had several small varicose ulcers for seven 
months. She was treated as usual. The ulcers healed in four months. 

Case 10.—A woman, aged 42, had a large varicose ulcer on the anterior <_pect 
of the left ankle. This healed rapidly under the treatment. The patient disap- 
peared from observation at the end of eight weeks before she was entirely well. 

Case 11—A woman, aged 59, typical of many of the series, had a varicose 
ulcer of the leg of seven months’ duration. She was treated for seven months. 
When almost well she became irregular in attendance, and finally disappeared 
from observation. 

Case 12.—A man, aged 51, had recurrent varicose ulcers. The duration of 
this attack was six months. He was treated at three different periods; the result 
each time was that he was cured in three to six weeks. When last seen he was 
still well. 

Case 13.—This was a particularly gratifying one. A man, aged 72, had had 
recurrent varicose ulcers for thirty years. He received the usual treatment, 








DAVIS—V ARICOSE ULCERS 521 


with full strength solution. He was cured in six weeks. He remained well as 
far as we know. 

Case 14.—A man, aged 44, had had varicose ulcer intermittently for fourteen 
years, following typhoid fever. He received treatment with full strength solution 
for four months and was cured. 

Case 15.—The patient had had a severe attack eleven years previously. The 
condition was healed at the Barnard Free Skin and Cancer Hospital in two 
and one-half years. There was a recurrence one year ago. Treatment was 
given with one-half strength solution. The condition was about healed in three 
months, 

COM MENT 


The foregoing cases illustrate our results in most patients who were 
faithful in attendance over a long enough period to give the treatment a 
fair trial. The whole series as stated numbered fifty-five, but some of 
these patients disappeared from observation before permanent improve- 
ment could be expected. 

The cases were all ambulatory, with the one exception, and many of 
them of long standing. A complete failure to respond to the treatment 
was unusual but did occur, as in case 49 of the series. 

It appears to be best to begin the treatment by using the solution 
one-half strength, increasing tentatively to full strength if the pain is 
not too great. Some of the chronic, indolent cases did not respond 
until full strength was used, but the majority of the patients did well 
with a lesser concentration. 

If possible, the application should be triweekly at least; however, 
in clinic work, this is often impossible. An elastic webbing bandage for 
severe varicosities was used during the day in a few instances. 

In view of the fact that our results have been encouraging, we have 
now used this treatment for two and a half years on all varicose and 
traumatic ulcers coming to our department, and we feel that it is at 
least an additional valuable method in combating this often stubborn 
condition. 














MYCOSIS FUNGOIDES AND KINDRED CONDITIONS 
THE CRITERIA OF THEIR DIAGNOSIS * 


WALTER J. HIGHMAN, M.D. 
NEW YORK 


Recognition of a case of mycosis fungoides is easy after the tumors 
have formed; before, it is difficult. It is equally difficult if tumors 
have appeared without a premycotic or prefungoid period. Perhaps it 
is entirely unjustified to concede the existence of the last form, the 
so-called “forme fruste” of Brocq. Indeed, Brocq senses this by stating 
that it is nearly impossible to distinguish “mycosis d’emblée,” as it is also 
called, from lymphosarcoma. 

There are three outstanding pictures in mycosis: an early or exan- 
thematic stage, an intermediary stage in which an exanthem tends to 
become nodular, and a last or tumor stage in which vestiges of the 
earlier phases endure. At times the malady appears to arise spon- 
taneously with tumors unheralded by any other skin lesion. 

The earlier skin manifestations of mycosis are manifold. They may 
resemble urticaria, prurigo mitis with lichenification, chronic scaling or 
vesicular eczema, psoriasis, parapsoriasis or exfoliative dermatitis. The 
last two prodromal forms are the most common. As a rule, marked 


itching is encountered, but in the psoriasiform and parapsoriasiform 
prefungoid eruption this is frequently absent. It seems as though 
itching behaves in prefungoid rashes as it would in the resembled types. 


This is a personal impression and may be incorrect. 

After months or years the wheals, macules or papules begin to grow 
nodular, or in an erythroderma nodules appear. They have a short 
tenure of existence, and new crops arise as the old ones vanish, the 
largest of each new wave of nodules larger than the largest of the pre- 
ceding wave. Thus the tumor period dawns, the tumors lasting a 
little longer, perhaps, than the longest lived nodules, and reaching the 
size of a plum or small tomato. The nodules and tumors involve with 
or without necrosis. Each phase may last months or years, and the 
patient dies of marasmus, the precise terminal drama having no bearing 
on this paper. 

Further on, the finer details in the appearance and nature of the 
skin lesions will receive attention. The sketch just completed aims 
merely to be roughly chronologic for purposes of comparison with 
kindred syndromes. There is nothing astonishing in the phenomenon 
of a morbid cutaneous process, the early lesions of which are macular, 


* Read at the Forty-Eighth Annual Meeting of the American Dermatological 
Association, Washington, D.C., May, 1925. 
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or at the most, papular, the later ones being voluminous. Analogs are 
found in at least three infections: syphilis, lepra and tuberculosis; in 
at least two types of epitheliogenetic malignancy: xeroderma pigmen- 
tosum and the regressive epitheliomas of senile skin; and in at least 
one variety of inorganic salt poisoning, namely, in bromism. The reac- 
tion of the skin, no less than of other tissue, to morbid influences is 
limited. There can be nothing more than congestion (macules) ; edema 
(wheals, vesicles, bullae); infiltration, (papules, nodules or tumors, 
according to their size); and the subsidiary phenomena of scaling, 
pustulation, crusting, ulceration, necrosis, pigmentary changes and scar- 
ring, according to the peculiarities of the process. 






. & 











MYCOSIS FUNGOIDES 







The late James C. Johnston of New York and Krystalewicz of 
Krakau prefer to substitute the term “granuloma” for “mycosis” in 
designating the disease, a change in terminology that makes a distinct 
appeal to those who favor endowing language with the maximum of 
precision. The word mycosis suggests a fungus, and its use in connec- 
tion with the malady being discussed -has only a historic basis in the 
remote resemblance of the pedunculated tumors to mushrooms or toad- 
stools. To perpetuate this expression seems undesirable and_ will 
become confusing, because the word mycosis is being correctly applied, 
together with its derivatives, to skin diseases provoked by pathogenic 
fungi. For this reason, I aline myself with those who favor the aboli- 
tion of its fanciful use. Yet it cannot be denied than the term “granu- 
loma,”’ although an improvement on “mycosis,” is itself not precise, 
for facts do not justify the assumption that the lesion is invariably 
related to granulation tissue; on the contrary, it frequently has the 
structure of a neoplasm. What has been stated of the clinical features 
of mycosis fungoides applies with little if any less force to leukemia 
of the skin and to the cutaneous manifestations of Hodgkin’s disease. 
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In these two groups of conditions, as in mycosis, there are fre- 
quently prodromal and apparently nonspecific eruptions with rather 
than without pruritus. In leukemia rashes appear suggesting toxic 
erythema, urticaria, prurigo, dermatitis herpetiformis and exfoliative 
dermatitis, often with lichenification. At times only pruritus with 
lichenification is present, at other times only pruritus. In Hodgkin's 
disease the same is true, but often pruritus free from or accompanied 
by lichenification and exfoliative dermatitis are encountered. In 
leukemia, when infiltrations arise, they rarely reach the size seen in 
mycosis ; they are permanent and are not prone to ulceration or necrosis 
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as are the nodules or tumors in mycosis. In leukemia and in Hodgkin’s 
disease the tumors are, perhaps, a trifle less likely to be pedunculated or 
sessile. In Hodgkin’s disease the onset, as occasionally in mycosis, may 
be sudden and may be accompanied by the appearance of a single, 
rapidly growing, often itching tumor. Howard Fox reported such a 
case. Leukemia cutis often begins with numerous scattered tumors or 
minute prurigo-like papules or nodules, the so-called prurigo 
lymphatica. Such leukemic dermatoses are not to be confused with 
those eruptions which precede cutaneous leukemia. 

Audry designated the last mentioned group of cutaneous abnor- 
malities associated with leukemia as the leukemids. When the term 
syphilid is employed, a lesion is designated which is due to the presence 
of the spirochete and which has the structure of the syphilitic infiltra- 
tion. When the term lepride is used the same significance is attached 
to the lesion so designated, but with reference to Hansen’s bacillus; 
but when Audry applied the word leukemide to some eruptions in 
leukemia, he meant precisely the reverse of what would logically be 
expected to be meant, namely, that the leukemids had none of the 
clinical or microscopic characteristics of leukemic deposits. This was 
clearly an unfortunate choice of expression on Audry’s part, for it is 
misleading. Audry classified under this soubriquet the nonspecific, 
transitory, erythematous, urticarial or scaling dermatoses at times 
encountered before or after the onset of leukemia cutis. To my mind 
this is an example of the burdensome and unessential kind of thing 
that constantly penetrates the field of dermatology and serves no good 
purpose. There is no reason to suppose that a leukemic person is 
denied by some ecclesiastic or secular statute his inalienable right to 
have hives or psoriasis, and no reason to believe that either of these 
conditions, or any others that may arise, have one iota of relationship 
to leukemia, unless that relationship can be established by something 
more convincing than a wish that is father to a thought. When a 
leukemic patient relates that he has been subject to recurrent eruptions, 
the reflection may be permitted that there might have been some pro- 
phetic significance in them; but the grounds are insufficient to assume 
this, or to crown the assumption with a word apotheosizing fancy into 
something more substantial than established facts warrant. 

In a measure, too, the same may be said, but with less consistent 
justification, of prefungoid eruptions in mycosis. Mycosis is too often 
predicted in the presence of plain psoriasis or parapsoriasis, and many 
a Delphian dermatologist must swallow his oracular words, as the 
doomed patient continues to live happily with his eruption, never to get 
mycosis. 

But to return to the leukemids! They are, then, precisely not what 
the term implies. A true leukemic lesion has a distinct enough micro- 
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scopic appearance. A leukemid microscopically gives the picture of 
the condition it is or resembles, and this statement forms a suitable path 
to the next group of considerations, both clinical and laboratory, that 
are involved in the theme under discussion. 











OTHER DATA IN THE RECOGNITION OF CUTANEOUS 
LEUKEMIA AND HODGKIN’S DISEASE 






To establish the diagnosis of cutaneous leukemia and Hodgkin’s 
disease, certain clinical laboratory features other than purely local 
ones should be present. It is not within the province of this paper to 
do more than indicate what these are. In leukemia and Hodgkin’s dis- 
ease the superficial lymph glands are palpable; when large enough, 
visible. In leukemia the spleen is increased in size and, except in the 
aleukemic and sublymphemic phases of the disease, the blood shows 
characteristic changes. Myelogenous leukemia cutis is rare, but is 
accompanied by its peculiar blood picture. In both there is leuko- 
cytosis, the white blood cell count often reaching huge figures. In 
Hodgkin’s disease no characteristic changes occur in the blood count 
except that at times eosinophilia is present ; but the lymph glands usually 
show definite histologic changes, especially the presence of the Dorothy 
Reed cells. It is not difficult to excise an enlarged lymph gland for 
microscopic investigation. Reed bodies have been found in no other 











malady. 

With these findings in mind, it is not difficult to distinguish mycosis 
fungoides from leukemia or pseudoleukemia cutis either in the pre- 
fungoid or fungoid stages. Thus a condition clinically suggesting one 
of these three diseases may be recognized with a high degree of cer- 
tainty as mycosis if the positive noncutaneous signs of leukemia or 
pseudoleukemia are absent. 

Moreover, the appearance of the cutaneous changes differs in the 
three conditions. To point out these differences is difficult. Shades of color 
and consistency are too elusive for words, and subjective factors render 
the impression they make on one individual too personal for reflec- 
tion to another. This, it seems to me, explains why most descriptions 














of skin lesions are utterly meaningless to the reader. Nevertheless, 
with these disadvantages in mind, it may be permitted to record my 
impressions of such differences as appear to me to exist among the 








lesions of the three diseases, impressions which are purely personal 






and hence, perhaps, less significant than if they were built on a sounder 





scaffolding. 

The early lesions of mycosis, those properly called prefungoid, are 
in the main of the psoriasiform or parapsoriasiform type, although 
many seem to look like extensive squamous dermatitis, and not a few 
like boggy, fixed erythemas, with a slightly scaling surface and gyrate 
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or irregular outlines. These patches are rather large as compared with 
the lesions of erythema perstans, which they otherwise resemble. Rather 
less frequently prurigo types of lesions, or eruptions suggesting erythro- 
derma, are present, and rarely urticarial eruptions. Whatever the type, 
the outbreak tends to be more profuse over the lower half than over 
the upper half of the body, and the color varies from distinct pink to 
red with a strong admixture of blue—a sort of purple but not quite the 
tint so frequently and vaguely called violaceous. At first the lesions 
are barely perceptibly infiltrated, but with time they thicken, acquiring 
a tense, elastic and definitely solid feel. 

These lesions appear, vanish, or partly vanish, to reassert themselves 
before they have entirely disappeared. They return at the old sites, 
while new ones crop out elsewhere. Their surfaces, even at first, give 
rise to nodules or small tumors, maintaining the colors and consistency 
already mentioned. These elevations are fugacious and stud the premy- 
cotic eruption. As time advances, fewer and larger lesions appear, 
some sessile, some pedunculated, some mushroom-shaped, a few reach- 
ing a diameter of 2 inches (5.08 cm.). They are flat, egg-shaped or 
almost spherical, and their hues and tactile attributes remain as described. 
Some persist for a long time, and others involve spontaneously, more 
through absorption than necrosis. The lesions occur anywhere on the 
body, but are less frequent on the face than in other regions. 

In leukemia, besides the leukemids of Audry, two phases may also 
be recognized, one characterized by an extensive eruption, the other by 
a disseminated one of tumors, not very many at first, but with time 
increasing in number. The former, true leukemic infiltrations, and 
emphatically not to be confounded with Audry’s leukemids, may 
resemble the early manifestations of mycosis, but more frequently con- 
form to one of three types, except in acute lymphatic leukemia. These 
three types are clinically similar to prurigo (prurigo lymphatica), to 
dermatitis herpetiformis (the lesions, however, being only slightly 
vesicular or bullous) and to pityriasis rubra of Hebra. Prurigo 
lymphatica is clinically indistinguishable from prurigo Hebra. The 
form suggesting Duhring’s disease is unlike it, on closer examination, 
because it is only apparently vesiculobullous, although there are cases 
in which this is not true. The erythrodermatous type cannot be sepa- 
rated clinically from pityriasis rubra of Hebra, but all three can micro- 
scopically be recognized to a high degree of certainty, as will be seen 
below. 

In acute leukemia there are frequently petechiae in the skin and 
continuously bleeding gums, with petechiae in the buccal orifice and 
white infiltrations, particularly on the tonsils. This picture is accom- 
panied by great prostration, high fever, and a general resemblance to 
sepsis; the characteristic blood findings of leukemia, however, soon 
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developing. But this form can cause no confusion with other diseases 
otherwise resembling leukemia cutis. 

In Hodgkin’s disease, also called pseudoleukemia and lympho- 
granulomatosis, there are likewise two stages. Again, the phenomena 
of mycosis may be simulated. A preliminary group of cutaneous reac- 
tions may be observed in which those reminiscent of prurigo, erythro- 
derma or even persistent pruritus, with or without wheals, predominate. 
This is followed by a stage of tumefaction. 

It is now possible to examine the clinical identities and divergencies 
of the three diseases before proceeding to another and equally impor- 
tant criterion of their relationship, if there be any. In common they 
have two outstanding phases, an early one in which there are no tumors 
and a later one in which tumors are present. In the first there is itch- 
ing in all, while the eruption appears and disappears only in mycosis. 
There is a greater range of mimicry of other diseases in mycosis. This 
mimicry is also present in leukemia and Hodgkin’s disease, but more 
restrictedly. The tumors vary more in size and shape in mycosis than 
in leukemia and pseudoleukemia, and they appear and disappear until 
the final stage is reached, while in the other two diseases the tumors 
remain and grow. 

In mycosis, if there are glandular enlargements, they are secondary 
to scratching, while in the other two diseases the size the glands attain 
is greater than in mycosis and their increase is an essential feature of 
the conditions. Aggrandizement in all areas is found in leukemia, while 
in Hodgkin’s disease the most marked increase is found in the sub- 
maxillary, cervical and supraclavicular regions. In mycosis there is no 
increase in the size of the liver and spleen, such as is found in leukemia 
and pseudoleukemia. The blood findings in mycosis are negative 
except in a few instances in which a relatively large mononuclear leuko- 
cytosis is found, while in leukemia the characteristic blood picture of 
the type, whether lymphatic or myelogenous sooner or later asserts 
itself. In Hodgkin’s disease there are no constant blood changes, unless 
eosinophilia be so regarded, and equally high eosinophil counts are 
found in all generalized itching diseases. On the other hand, in 
Hodgkin’s disease the microscopic anatomy of the lymph glands is 
characteristic, a feature wholly lacking in the other two conditions. 

There is another aspect of these three diseases that has not yet been 
mentioned. They are all capable of starting, so far as the skin is con- 
cerned, without any cutaneous precursors. Thus in mycosis there is 
the forme d’emblée of the French, in which, without premonition, a 
tumor arises somewhere on the body, which may persist, break down, 
or be absorbed. In leukemia, frequently enough, considering the rarity 
of the whole group, the first intimation of the disease is in the skin. 
This type differs from the rest in preferring the face, which is con- 
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verted into a leonine mask by heavy red or plum colored tumors. In 
Hodgkin’s disease, rarely, as in the instance reported by Howard Fox, 
a tumor is the herald manifestation. In all three there may or may not 
be itching. In mycosis d’emblée the tumors may disappear of them- 
selves, but this does not, so far as is known, occur in the other two 
diseases. The same histologic features that stamp the typical forms 
stamp this variant type, except that, as Brocq himself states, mycosis 
d’emblée frequently cannot be differentiated clinically or microscopically 
from sarcoma. 


HISTOLOGY OF MYCOSIS, LEUKEMIA AND LYMPHO- 
GRANULOMATOSIS 


The microscopic anatomy of a lesion may be described from either 
practical diagnostic or purely scientific motives, or for both reasons. In 
this paper, fascinating as the second purpose would be, anything but 
pragmatic aims are out of order. Thus only such histologic features 
of the three diseases will be emphasized as indicate their relationship or 
lack of it. Assuming that a lesion presents a characteristic microscopic 
appearance, several factors enter into the circumstance of whether the 
typical picture will be found on examination. Except as to neoplasms, 
it is not always certain that the microscope will reveal the expected 
findings. There are three important explanations for this: (1) the 
choice of the lesion for study may be an unhappy one; (2) the lesion 


may not have reached that point of development at which its charac- 
teristic histologic appearance has been attained; (3) there is the possi- 
bility of variation. The chances of misinformation due to the first two 
causes can be diminished but not eliminated through the excision of 
several lesions from different areas and in different stages of develop- 
ment and by cutting them in serial sections. 


In the microscopic study of mycosis what has been said is peculiarly 
true because the composition of the lesions varies as between the pre- 
fungoid and fungating periods, and again in the latter according to 
whether the lesion is developing, is at its height or is waning. The 
striking features of a typical mycosis lesion are distinct epidermal 
changes reminiscent of what is seen in chronic eczema, namely, vesicu- 
lation, spongiosis, hyperkeratosis, parakeratosis and acanthosis, or such 
of these phenomena as are observed in the epidermis in psoriasis, para- 
psoriasis or lichenification. But it is in the papillary body and upper 
levels of the corium that the most significant findings exist in the form 
of an infiltration which if typical leaves no doubt about the diagnosis, 
but which is not always typical. And _ herein lies the kernel of the 
problem as to the interrelationship of the lymphodermas. This infiltra- 
tion, when characteristic, in no sense suggests that of leukemia or 
Hodgkin’s disease or any other related condition, nor does it resemble 
any variety of sarcoma. 
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It consists of a great variety of cells, elongated, circular, some with 
deeply stained nuclei and others in which the nuclei are paler. There 
are lymphocytes and often plasma cells. A peculiar multinucleated cell 
lies among the others. There are many mitotic figures. A slight degree 
of variation exists in the different stages of the lesions. During the 
period of development there are more evidences of mitosis. At the 
height of development a slight degree of cellular destruction is wit- 
nessed, about balancing cell division, which accounts for the temporary 
stabilization of the fully matured lesion. During the time of involution 
there is a progressively increasing amount of cell granulation and detri- 
tus with a decrease to the vanishing point in karyokinesis. In the 
final period a microscopic diagnosis is impossible. In the first two 
periods it can always be made. If these features are absent in a case 
clinically mycosis fungoides, after repeated examination of several 
lesions from different areas and at different stages of growth and 
decline, the condition is not, within the sense of this paper, mycosis 
fungoides. 

If the last sentence appears to possess the dogmatic odium of a 
law, well and good, for it seems desirable to establish a standard, 
whether temporary or fixed, against which to measure such concepts 
of the supposedly related conditions as this thesis may evolve. What 
has been said of the histology of mycosis applies equally to the pre- 
fungoid (premycotic) and fungoid stages. The inference inherent in‘ 
this statement is that there is no prefungoid stage when strictly 
interpreted, except as a clinical picture. Histogenically, mycosis is 
always mycosis, from the very start, but the fact is microscopically 
unrecognizable at the inception because there has not been opportunity 
for the characteristic anatomic features of the disease to assert them- 
selves. Thus, microscopically as well as grossly, the diagnosis of 
granuloma fungoides cannot always be made, and in such eventualities 
only continued observation will lead to a correct appraisal of facts. 

At the onset tissue responses are undifferentiated and remain so 
until the headway gathered by the pathogenic forces peculiar to a dis- 
ease become sufficient to elicit the organic changes peculiar to the 
disease. This is why early mycosis is so often unrecognizable either 
to the naked eye or to the eye fortified by a microscope; nor can a 
syndrome highly suggestive of mycosis be regarded as such without 
the supporting evidence of its proper minute anatomy. These facts 
are within the experience of every dermatologist, and if they were 
realized the entire question would be simplified. A premycotic rash 
cannot be so called unless the microscope sustains the belief. To try to 
argue the thing out on gross findings alone is futile. If the microscopic 
findings exist, there can be no debate. Dermatologic dialectics might 
lose through this. Dermatology would gain. 
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In leukemia cutis there is a characteristic infiltration, subject to the 
variety of the associated leukemia, either of lymphocytes or of myelo- 
cytes. The second is even rarer than the first. The infiltration lies 
deeper than in mycosis and is in perivascular foci or in foci related to 
the position of the lymphatic spaces. If these foci fuse, the infiltration 
appears as a voluminous sheet. The papillae and subpapillary areas 
are prevailingly free. The presence of the cells might be explained 
either by the hypothesis of migration from the blood stream, or on 
that of their developing locally in the reticulated endothelial system. 
Both views have able supporters. The salient points in the histology 

| ) of leukemia cutis are the depth of the infiltration and its true lymphatic 

‘Lor myelogenous type. The epidermal changes are those of the derma- 

tosis mimicked, but of course in nodules or tumors there are none of 
significance except mechanical stretching and narrowing. 

In Hodgkin’s disease the site of the infiltration and the epidermal 
changes are substantially as in leukemia, but the appearance of the 
infiltrations strongly suggest that of a lymph gland. When, added. to 
this, Dorothy Reed cells are present, as in Howard Fox’s case, a distinct 
enough microscopic picture is presented. 

The three conditions present several similarities and several diver- 
gencies. A multinucleated body is found in mycosis and Hodgkin’s 
disease. Cellular polymorphism exists in mycosis, and is suggested in 
Hodgkin’s disease, but is absent in leukemia. In leukemia and pseudo- 


leukemia lymphatic cells are the main feature of the infiltration. The 
infiltration is similarly situated in both, but in mycosis it is found at 
a higher level. The epidermis is involved in all. There is thus no 
histologic evidence of identity of the processes. A relationhip between 
Hodgkin’s disease and leukemia may be discerned, but certainly none 
between these two diseases and mycosis. 


CLINICAL AND HISTOLOGIC RELATIONSHIP OF MYCOSIS, LEUKEMIA 
AND PSEUDOLEUKEMIA TO SIMILAR CONDITIONS 


Lymphosarcomatosis is at times accompanied by or preceded by 
pruritus, as in a case reported by Arndt. Undoubtedly skin changes 
not themselves sarcomatous may be related to lymphosarcoma. When 
skin tumors appear, and these are metastatic, a clinical similarity cannot 
be denied between this condition and the others. Microscopically, how- 
ever, there is no such similarity, for the cutaneous lesion of lympho- 
sarcomatosis has the minute anatomy of lymphosarcoma and looks like 
nothing else. The same is true of other types of sarcoma invading the 
skin; and it seems likely that in those instances in which it is reported 
that patients in whom a diagnosis of mycosis had been made and in 
whom lymphosarcomatosis was recognized at necropsy, the clinical con- 
ception of the case should have been what the postmortem findings 
proved to be. 
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Kaposi regarded his famous case of lymphoderma perniciosa as a 
unique type of leukemia cutis. The blood picture showed the characteris- 
tics of this disease, while the lesions themselves microscopically suggested 
sarcoma to him. Some of the preparations it was my good fortune to 
see struck me more as being leukemic infiltrates, but sarcoma could not 
be excluded. If mycosis, leukemia cutis and lymphogranulomatosis are 
related, there is no room for doubt that lymphosarcomatosis also belongs 
to the group, together with pernicious lymphoderma and other rare 
and apparently similar conditions that are occasionally reported. There 
is a tendency to group them all as lymphodermas. The question is, 
however, whether there is any real kinship among them and whether 
such grouping is justified. 


FEATURES INDICATING THE IDENTITY OF THE PROCESSSES 


What all of these conditions have in common is a certain clinical 
resemblance. Their course is similar, what with the dermatoses pre- 
ceding the tumor stage, the itching, then tumor formation and ultimately 
death brought about as death generally is in malignancy. The lesions 
in both the pretumor and tumor stages are alike. All of them may 
start without premonition, full fledged tumors inaugurating the process. 
In all, the early eruption may appear and disappear, and the tumors 
may shrink or even vanish spontaneously, absorbing or breaking down. 
Pure absorption is characteristic, however, only of mycosis, while 
necrosis occurs in all, including mycosis. <A last point not hitherto 
mentioned, and one of only superficial significance, is that up to a 
certain point in the course of the diseases the lesions respond more or 
less strikingly to roentgen-ray treatment. If such characteristics as are 
enumerated in this paragraph can be regarded as supporting the hypo- 
thesis of the identity or even kinship of the syndromes in question, then 
they are identical, or at least, related. 


COMMENT ON FEATURES INDICATING IDENTITY OF 
THE THREE PROCESSES 


Clinical similarity among skin syndromes is no indication of their 
relationship. Urticaria is a syndrome, but how many causes are there 
of this picture! A disease is the reaction between a pathogenic factor 
and tissue. Tissue responses are relatively restricted in number ; hence 
the gross appearance of tissue changes can assume few guises after all. 
In erythema perstans, which may be produced by rat-bite fever, phenol- 
phthalein, antipyrin and unknown factors, neither the actual lesions nor 
their course are distinctive one from another, and yet each is an indi- 
vidual disease. Illustrations might be greatly multiplied. It is indeed 
unsound to reason back from skin changes to their origins, since it is 
usually impossible to discern the causes in the effects. 
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The fact that the three diseases have a startling likeness in the 
morphology of their lesions thus is only flimsy evidence of any ties of 
relationship among them. The same can be said of the significance of 
their parallel course. That they generally start with a prodromal erup- 
tion gradually merging into an infiltrative and finally a tumor stage 
means little. The same is true of cutaneous syphilis, tuberculosis and 
lepra—all infectious diseases—and it is roughly true of the dermatoses 
caused by bromids and iodids, and for that matter of urticaria if prurigo 
is truly urticarial in nature. It is true also of pemphigus, if simple and 
vegetating pemphigus are phases of the same process. It is even some- 
times true cf visceral cancer in two ways. Now and then abdominal 
or pelvic cancer produces that noncancerous dermatosis, acanthosis 
nigricans, while in its late or terminal periods skin infiltrations identical 
in structure with the mother lesion are produced in the form of 
cutaneous metastases. The infiltrations in the three diseases can be 
due only to one of three causes. If the diseases are malignant, the skin 
lesions are metastases; if infectious, they are infectious granulomas ; 
if metabolic, they are noninfectious granulomas. Which explanation is 
correct is still only conjecture. In the first instance they would be 
analogous to any metastases; in the second to the gummas of syphilis 
or tuberculosis ; in the third, to the tuberous iododermas, bromodermas 
or even to the toxic tissue responses of a disease like prurigo. In any or 
all of these there might be microscopically related or unrelated prodromal 
rashes. 

The only conclusion warranted from these facts is that although 
the similar appearance of the lesions and the parallel course of these 
) diseases indicate their close common nosology, no conclusive proof of 
the fact is furnished. On the other hand, the not dissimilar behavior 
of obviously unrelated conditions weakens the foundation of any such 
belief. 

REASONS FOR BELIEVING THE CONDITIONS UNRELATED 


If the clinical evidence in the skin or relationship among the three 
conditions fails to be convincing, the general clinical and laboratory 
evidence, if it points anywhere, points in the direction that any apparent 
relationship is at best remote. The enlarged spleen and blood histology 
of leukemia are not found in the other two conditions. The enlarged 
lymph glands common to all three are histologically different. Those 
in mycosis, showing only the changes of inflammation, are probably 
enlarged for the same reason that adenopathy is provoked in any gen- 
eralized itching disease, and not because of any peculiarity of mycosis. 
Those of leukemia and Hodgkin’s disease are histologically peculiar to 
these conditions and do not look like each other. 

The histologic aspect of the skin lesions likewise differs. In mycosis 
the infiltration is polymorphous, and Unna’s chorioplaques are present. 
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in leukemia the infiltration is uniform, consisting entirely of cells that 
look like lymphocytes. In Hodgkin’s disease the structure of a lymph 
gland is seen and Dorothy Reed cells are found. Add to this the regional 
differences, in the deposits, and in mycosis the evidence of cell multi- 
plication and cytonecrosis according to the period in the life history of 
the lesion in which it was excised for study, and the undebatable differ- 
ences in the minute anatomy of the lesions have been enumerated. 
Sarcomatosis and lymphosarcomatosis invading the skin often run 
a course in all respects suggestive of the three diseases in question, but 
the microscopic anatomy of the lesions and glands should preclude con- 
fusion. It is likely that those cases regarded as mycosis in which the 
necropsy findings are those of sarcoma have never been anything but 
sarcoma, and that the error was due to improper observation or to some 
other cause impossible to avoid. 


DIAGNOSIS 


In the pretumor stage of any of these conditions, while the early 
rash is present, no diagnosis can be made except through positive micro- 
scopic findings. Should studies of the slides prove inconclusive, the 
diagnosis is no nearer than on clinical data furnished, nor is it more 
remote. Future developments are all that can be depended on for a 
solution of the question. Although it is probable that the early rash is 
specific from the onset, in their incipience, tissue responses being generic, 
the picture they produce may be indefinite. One may prophecy in vain 
that a given case with the lesions of psoriasis, parapsoriasis, lichenifica- 
tion, chronic scaling eczema, exfoliative dermatitis and the like are the 
forerunners of mycosis, but unless the microscope furnishes clinching 
evidence, the surmise, if it is correct, can be substantiated only by time. 
This applies also in leukemia and pseudoleukemia as to those eruptions 
which most nearly constantly are early concomitants or harbingers of 
these diseases. To make predictions on purely visual study of the 
lesions is a species of gambling which pads the literature and attenuates 
discussion without furnishing anything more palpable by way of sub- 
stantiation than someone’s personal point of view—an excellent diver- 
sion but not scientific. 

Approximately the same may be said with reference to the formes 
frustes of these diseases, and Brocq himself, who first mentioned mycosis 
d’emblée, concedes the impossibility of distinguishing it from sarcoma. 
But a more important consideration than that of early recognition of> 
the three conditions is that of their differentiation from one another. ( 7 
This depends entirely on data that have nothing to do with the gross / * 
appearance of the skin lesions, but with the other factors also men- | 
tioned, namely, their histologic appearance, the general findings accom- 
panving the eruption and the histology of the glands. The diagnosis 
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of mycosis fungoides cannot be made unless the histology of the skin 
lesions indicates the fact. The diagnosis of leukemia cannot be made 
unless the blood picture, at some time, and the splenic and glandular 
enlargements indicate the fact. The diagnosis of Hodgkin’s disease 
cannot be made unless the microscopic anatomy of the glands indicates 
the fact. The diagnosis of sarcoma cannot be made unless the minute 
structure of the lesions and glands indicates the fact. 

A disease resembling mycosis with the blood findings of leukemia 
is not mycosis but leukemia. One resembling mycosis but presenting in 
the lymph glands the changes characterizing Hodgkin’s disease is 
Hodgkin’s disease. Similar reasoning applies to the sarcomas. ‘This 
must be regarded as sound reasoning unless we are willing to let the 
tail wag the dog and regard everything as mycosis that looks like mycosis 
irrespective of other and more vital considerations. But if this were 
done, there would be little sense in ever attempting to study disease in 
its intrinsic rather than extrinsic aspects. In applying these strictures, 
a diagnosis might have to be deferred during the alymphemic or aleu- 
kemic stage of actual leukemia. Other than this there is no apparent 
reason for suspense. If the argument thus far is reasonable, the diag- 
nosis can always be made among the three diseases under discussion, 
as well as between these and sarcoma. 


COMMENT 


It is not an aim of this paper to refer to etiology. Anything so 
hypothetic can fascinate only those whose tastes run to abstractions 
and dialectics. But it may not be out of place to state that until the 
causation of these conditions has been cleared up, the final word as to 
their relationship will have to remain unuttered. The aim of this paper 
is to examine available data with the idea of determining whether they 
indicate that the conditions under scrutiny can be regarded as so closely 
related that differentiation is impossible. From the standpoint of 
advantage to the patient, it might make little difference whether a dis- 
tinction were established or not, for all of the diseases are at least 
serious and usually fatal. 

The points they have in common are superficial clinical features, 
and these they likewise share with other clearly unrelated diseases. 
Their most important common attribute is the lymphatic cell in the 
infiltration. It might be pointed out that this cell is likewise not incon- 
spicuous in syphilis, lepra and tuberculosis. The outstanding fact is that 
each disease has at least one distinctive attribute, the peculiar structure 
of the lesion in mycosis, the blood picture in leukemia, the appearance 
under the microscope of the gland in Hodgkin’s disease, together with 
several other distinctive differential features of a subsidiary sort in 
each condition. 
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Therefore, although the future may prove the contrary, today it is 
indefensible to regard the diseases as related. It is likewise unsound 
to apply a blanket designation to them, such as lymphadenosis, lymph- 
adenides or anything else that presumes a knowledge of matters still 
unascertained. 

It is also illogical to designate an eruption as premycotic, for whether 
it is or not is something that only time will tell, or that can be immediately 
proved microscopically. This is a dilemma. If the histologic evidence 
is absent, the diagnosis is not a diagnosis but merely an expressed 
prejudice, an opinion, literally only a “hunch.” If the histologic evi- 
dence is manifest, the lesion is not premycosis but mycosis. The same 
is true of leukemia and pseudoleukemia cutis, and the concept of the 
leukemids in the sense of Audry is particularly illogical and scientifically 
unsound. It should be abandoned. 


CONCLUSION 


Mycosis fungoides, leukemia cutis, pseudoleukemia cutis and sarco- 
matosis cutis are, within the limitations of our knowledge today, not to 
be regarded as related. On laboratory data alone a sharp distinction 
can be made among them. In the face of this fact their clinical similarity 
does not justify an assumption that they are close in kinship. For this 
reason, and until their etiology is understood, it is expedient to consider 
them as separate entities, applying to their diagnosis the sharpest avail- 


able criteria. It is desirable also to give up the concept of the prefun- 
goid or pretumor stage until, in retrospect, when the course of the 
disease has revealed the significance of an early eruption, the pretumor 
phase can be regarded as having existed. Borderline cases will continue 
to be confusing, but will have to be considered, each on its merits, 
uncoerced into artificial harmony with distinctive conditions which they 
resemble but with which they cannot be identified. Failing of identifica- 
tion, they may not be forced into a classification in which they perhaps 
do not belong, but must be viewed as independent entities until more 
exact knowledge indicates their position in the family of skin diseases. 


DISCUSSION 


Dr. HERMAN GoLpENBERG, New York: I gather from the remarks of 
Dr. Highman that he means a clinical differentiation of the three diseases. He 
afterward added a fourth, which I think was wise. I remember a case that was 
presented before this Association in New York, in 1910, by Dr. F. Leviseur, in 
which the patient had a typical picture of leukemia. The blood examination was 
made by Dr. Hastings, an authority in that line. The skin lesions were those of 
lymphatic leukemia or mycosis fungoides. I expressed the opinion that it was 
a case of mycosis fungoides and Dr. Prince Morrow agreed with me. At 
necropsy it was found that this patient who first had leukemia and then mycosis 
fungoides died of a generalized lymphosarcoma. That was in 1910, and later 
similar cases were reported. 
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I subscribe to what Dr. Highman said about the leukemias. I disagree with 
him in including the prurigo lymphatica among the leukemias. I consider it 
rather a leukemid, because the microscopic picture does not show any character- 
istics of leukemia. 

Dr. Lroyp W. Kertron, Baltimore: I have enjoyed Dr. Highman’s paper 
very much, and think his suggestions to simplify the nomenclature helpful. 
However, in many cases clinically suggesting leukemia or Hodgkin's disease, but 
in which the blood findings are negative and the histopathology of the glands 
not that of Hodgkin’s we are forced to use, tentatively at least, such terms as 
pseudoleukemia, aleukemic leukemia, etc. Although these may merely represent 
phases of the true condition, their use will be of value in identifying these 
phases until we know something of the etiology and course of such affections. 


Dr. FrepertcK D. WermpMAN, Philadelphia: I hope that the essential point of 
Dr. Highman’s address will not be passed by without discussion, i. e., the rela- 
tionship between these lymphadenoid diseases and the old question whether they 
are the same or not. -After all, it boils down to what we consider to be one 
and the same disease; our estimate on this point must depend on three considera- 
tions: first, the clinical course; second, the clinical changes (lesions) induced by 
the disease, and, third, the actual etiologic agent. As we know these three mem- 
bers of the lymphadenopathies today, I think it is hopeless to come to any definite 
or positive conclusions. All we have to do is to “paraphrase” the various expres- 
sions of these lymphadenopathies with the equally multiple expressions of some 
other diseases, such as tuberculosis and syphilis, whose cause is now known. We 
are all familiar with the paradoxes in the course and clinical lesions in the two 
latter diseases. We know how the pathologist is continually open to criticism 
because he is unable to differentiate between syphilis and tuberculosis micro- 
scopically ; in certain stages we may have exactly the same tissue changes taking 
place in such etiologically diverse diseases, such as syphilis and tuberculosis. 
But in the third respect, the matter of etiology, one comes down to bed rock 
—the bacillus and spirochete settle it. I think the situation we are in today regard- 
ing these lymphadenopathies is the same—we are still in the position of having 
to hold our minds open as to the unity of tripartiteness until we have determined 
the etiologic agent. 

I think Dr. Highman is correct in saying that it is proper for us to separate 
out those cases which show distinctly the symptoms of Hodgkin’s disease, or 
the characteristics of leukemia, and those of granuloma fungoides, and keep these 
apart. Then some day when we discover the etiologic factor, we shall have these 
groups at hand for such arrangement as will enable us to make the correct diag- 
nosis. We should hold our minds open until we have determined the etiology. 


Dr. Joun A. Forpyce, New York: I should like to ask the members of the 
Association if they follow the blood picture of mycosis fungoides from the 
earliest stages to the latest, and if any one has seen the change to the leukemic 
blood picture. I have studied a number of cases of mycosis fungoides that 
began with the typical skin picture, but I have never seen the change to the 
leukemic condition. I think several cases of this type have been reported, but I 
have not seen it in my series of cases. 


Dr. WALTER J. HiGhHMAN, New York: I have little to add. In the main, | 
think I agree with Dr. Goldenberg’s general point of view. I am sorry that I 
have not found myself converted to a position of sympathy in relation to the 
grouping of the leukemids. I think everything that is useless to us in science 
should be discarded, no matter what our sentiments may be. In regard to his 
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point in relation to prurigo lymphatica, if it looks like leukemia it is leukemia. 
if it is a leukemid in the sense that Dr. Goldenberg mentions then it is not 
leukemic, and ceases to be an argument in the sense of this paper. 

Dr. Ketron pointed out some of the difficulties in regard to several of the 
pictures I have mentioned. You cannot possibly make a histologic examination 
without often finding doubtful tissue, and often we have to remain in ignorance 
until a characteristic fragment of tissue has come to our knife and microscope. 
Therefore, it seems folly to look at “Case 57” and say “No, that is not leukemia,” 
and go on about our business. We often have to wait for years to find the 
typical section which will give us the definite etiology. We cannot continue 
extirpating lymph glands ad libitum, and in some cases we may never be able 
to make the diagnosis. 

[ am glad Dr. Weidman found himself so completely in accord with my 
remarks. I was afraid he would not, and feared he was going to dwell on 
some of the histologic features of the diseases, which I did not have in mind. 
If I understood him correctly, he intends to have two or three special pegs on 
which to hang conclusions until definite features come to view. 

I do not remember having seen a case that was distinctly mycosis fungoides, 
with skin lesions, develop into leukemia. The evidence was in the direction of 
Dr. Fordyce’s remarks. I think they are separate, and the confusion is inherent 
in our lack of knowedge of the entire subject as yet. 














Editorial 


THE CURSE OF MANY NAMES 


An anatomist once said that the number of layers in the abdominal 
fascia depended on the skill of the dissector, but he never explained 
what advantage accrued from this multiplication of strata. Doubtless, 
it ministered to the vanity of the clever operator. There is a similar 
situation in dermatology. Many men seem to delight in subdividing 
every syndrome according to half a dozen different criteria, and then 
insist on giving a separate name to each group—to the confusion of 
the unwary and the grief of the judicious. There are at least thirty- 
eight different kinds of acne by actual count, and the worst of it is that 
many of these are not acne at all, as for instance acne artificialis, which 
is caused by bromine or iodine, or something else. The word lupus is 
applied to two diseases, one of which is tuberculous, the other probably 
not, and to the latter Unna gave the name ulerythema centrifugum. 
One might suppose that ulerythema centrifugum and _ ulerythema 
ophryogenes were different aspects of the same disease, but they are 
not; ulerythema ophryogenes is simply a destructive folliculitis that is 
localized on the eyebrow, and the title should never have been invented. 
The source of all our woe in this respect is the fact that the etiology of 
many dermatoses is still unknown, and until the problem of etiology is 
settled, there will be no entirely satisfactory classification and nomen- 
clature. In the meantime, if students will pay more attention to the 
resemblances and the common factors in the case which they observe, 
instead of trying to invent new dermatoses by magnification of minute 
differences, there will be more rapid progress toward an accurate knowl- 
edge of the true nature of disease. CM. W. 





Correspondence 


ULCUS VULVAE ACUTUM 


To the Editor:—This communication is prompted by Dr. Finnerud’s article 

in the January issue of the ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY on 

“Uleus Vulvae Acutum.” I heard this paper at the annual meeting of the 
\merican Medical Association, but did not realize at that time that this condition 
is so rare in this country. 

Shortly after my return to New York, I had occasion to see a case in the 
itpatient department in my dermatological service of the Bronx Hospital. 
he patient was a very well developed and robust girl, aged 12 years, who 

came to the clinic with her mother, stating that for the last few days she 

had not been feeling well, had been feverish and had a pain in the region 
her genitals. The mother had examined her and discovered the present 
ndition, whereupon she brought her to the clinic. 

\ny attempt at sexual intercourse or any other contact was vigorously 

and the child, on examination, was found to be a virgo intacta. Around 

i! on each labium minus-I found a round ulceration, about 2-3 cm. 
diameter, the base covered with a grayish-yellow, adherent membrane. The 
ilcers seemed moderately infiltrated and were painful to touch. 

I took a smear and found the characteristic Bactllus crassus. (The specimen 
as examined by a physician who had been working in Dr. Lipschitz’ clinic 

ina and who had seen these cases there; he also agreed clinically with 
Having no facilities at that time to photograph the case, I 

id solution and told the patient to return the next day; 

back after four days, when the ulcerations had almost 


doubt that I was dealing with a typical case of ulcus vulvae 

y case being almost a counterpart to the moulage which Dr. Finnerud 
Personally, I do not believe that these cases are so rare in this 
because ink that most of them only go unnoticed, due to an 
shyness of the patient to consult a doctor and due to the fact that 
ers clear up so quickly. I consider this condition, however, of great 
but only in Pusey’s “The Principles and Practice of Dermatology” 

[ > to it. It is natural that the average practitioner will con- 

a venereal disease and is therefore likely to cause great 


t tr the natient and 1 


Id ner family. 


ApoLtpH Rostenserc, M.D., New York. 
has described a classical case 


this country has been 

if not all, cases reported 

have been reported in 
(Lipschitz 

1is from time to time. as it is caused by a normally 
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News and Comment 


LOCAL DERMATOLOGICAL SOCIETIES 


MANHATTAN DERMATOLOGICAL SOCIETY 
David L. Satenstein, Sec., 116 West 58th St.. New York City. 
Max Scheer, Chairman, 616 Madison Ave., New York City. 
CHICAGO DERMATOLOGICAL SOCIETY 
Paul A. O'Leary, Pres., Rochester, Minn. 
F. E. Senear, Sec., 7 W. Madison St., Chicago. 
NEW YORK DERMATOLOGICAL SOCIETY 
A. Schuyler Clark, Pres., 614 Park Ave., New York City. 
John E. Lane, Sec., 59 College St., New Haven, Conn. 
NEW ENGLAND DERMATOLOGICAL SOCIETY 
Henry J. Perry (deceased), Pres., 19 Bay State Rd., Boston. 
Wesley T. Lee, Sec., 220 Clarendon St., Boston. 
NEW YORK ACADEMY OF MEDICINE, SECTION ON DERMA- 
TOLOGY AND SYPHILIS 
Oscar L. Levin, Sec., 5 E. 53d Street, New York City. 
Fred Wise, Chairman, 24 W. 59th Street, New York City. 


MINNESOTA DERMATOLOGICAL SOCIETY 
Paul O’Leary, Pres., Rochester, Minn. 
D. D. Turnacliff, Sec., Yeates Bldg., Minneapolis. 


ST. LOUIS DERMATOLOGICAL SOCIETY 
Robert H. Davis, Pres., Missouri Bldg., St. Louis. 
Norman Tobias, Sec., 516 Metropolitan Bldg., St. Louis. 


PITTSBURGH DERMATOLOGICAL SOCIETY 
Lester Hollander, Pres., Jenkins Arcade, Pittsburgh. 
Frederick M. Jacob, Sec., Jenkins Arcade, Pittsburgh. 


DETROIT DERMATOLOGICAL SOCIETY 
Howard J. Parkhurst, Pres., Toledo Medical Bldg., 312 Michigan St. 
Toledo, Ohio. 
Ralph A. Perkins, Sec., 276 Erskine St., Detroit. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 
John H. Stokes, Pres., 3800 Chestnut St., Philadelphia. 
Carroll S. Wright, Sec., 1402 Spruce St., Philadelphia. 


BALTIMORE AND WASHINGTON DERMATOLOGICAL SOCIETY 
H. M. Robinson, 405 N. Charles St., Baltimore. 
H. H. Hazen, Sec., 1912 R St... N. W.. Washington, D. C 





NEWS AND COMMENT 


FOREIGN DERMATOLOGICAL SOCIETIES 
Italian Dermatological Society. 
Danish Dermatological Society. 
La Société Frangaise de Dermatologie et de Syphiligraphie. 
Section on Dermatology, Royal Society of Medicine. 
British Association of Dermatology and Syphilis. 


Berlin Dermatological Society. 


Cologne Dermatological Society. 


German Dermatological Society in Czechoslovakia Republic. 
Vienna Dermatological Society. 
Munich Dermatological Society. 


Deutsche Dermatologische Gesellschaft. 








Abstracts from Current Literature 


RELIEF FOR THE PAIN IN CARCINOMA OF THE Face. F. C. Grant, J. A. M. A. 
86:173 (Jan. 16) 1926. 


For this distressing condition Grant recommends either alcohol injections 
or avulsion of the involved sensory nerve. This treatment has proved satis- 


factory in a fairly large series of cases. 


THE Use or TRYPARSAMIDE IN PATIENTS WITH AND Wi1tHOUT OCULAR LEsIONs 
L. D. Capy and B. Y. Atvis, J. A. M. A. 86:184 (Jan. 16) 1926. 


The authors investigated two series of patients with tryparsamide; in the 
first series there was a normal optic tract, and in the second series the optic 
tract was affected. 

About 5 per cent of the normal patients showed some untoward visual effects: 
only 1.2 per cent of the total number developed permanent ill effects. 

Of the second group (twenty-seven patients), ten (37 per cent) became 
worse, four (15 per cent) improved notably and thirteen (48 per cent) remained 
the same. Therefore patients with optic injury are more liable to visual damages 
from tryparsamide than those with normal optic tracts. However, under proper 
control, they show favorable response to treatment in many instances. 


Gastric Acipity IN SYPHILITIC CHILDREN. M. Dorne, W. A. Brams and I. H 
TumperrR, J. A. M. A. 86:267 (Jan. 23) 1926. 


Comparing syphilitic with a control group of normal children, the author 
demonstrated lowered acidity in the gastric contents of syphilitic children, thus 
confirming Neugebauer’s earlier report of hypo-acidity in syphilitic persons 


ApBs« FOLLOWING THE INTRAMUSCULAR INJECTIONS OF BisMUTH METAI 
(NeorrepoL). I. C. Sutton, J. A. M. A. 86:346 (Jan. 30) 1926. 


This is a report of a case in which a gluteal abscess followed the sixth 
injection of a bismuth preparation. 


LUMBAR PUNCTURE AND THE PREVENTION OF PosTPUNCTURE HEADACHE. H. M. 
GREENE, J. A. M. A. 86:391 (Feb. 6) 1920. 


Greene is convinced that postpuncture headaches are the result of excessive 
escape of spinal fluid through the rent in the dura made by the spinal puncture 
needle. To obviate the loss of fluid a small sharp needle should be used 
During the puncture operation the patient must be quiet. With these pre- 
cautions headaches are rare; only two in 215 consecutive punctures done by 


the author. 


Tue Pes Cavus or Concentra, Sypuitis. C. W. Gorr, J. A. M. A. 86:392 
(Feb. 6) 1926. 
In this study, Goff found that nearly every case of congenital syphilis showed 
pes cavus. Nonsyphilitic control cases did not show this abnormality. This 
pes cavus of congenital syphilis has not hitherto been described. It is probably 
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dependent on a neuromuscular condition for its pathogenesis. It persists 
throughout life, and constitutes a valuable diagnostic aid. 


PROTEIN AS AN ADJUNCT IN THE TREATMENT OF RESISTANT SyYPHILis. R. D. 
Herrotp, J. A. M. A. 86:413 (Feb. 6) 1926. 


In a series of Wassermann-fast syphilitic patients, Herrold found that the 
addition of foreign therapy (gonococcus extract) caused a serologic change 
to negative or markedly reduced the positive test. 

The report deals with only eight cases which have been observed for but 
seven months, and therefore is not conclusive; but the result obtained warrants 
further employment of foreign therapy as an adjunct t6 the usual remedies. 


MicHaeEL, Houston, Texas. 


LocaL IMMUNIZATION OF RassBits TO CUTANEOUS INFECTION WITH STAPHYLO- 
coccus Aureus. T. B. MAtitory and A. Marsie, J. Exper. Med. 42:465 
(Oct. 9) 1925. 

Bacterial filtrates produced only a local immunity in the areas of skin 
infiltrated, the immunity appearing in eight hours and lasting fifteen days. 

Moist dressings of both filtrate and the broth from which the filtrate was 
prepared produced no effect by the transcutaneous method. 

Healed cutaneous lesions also showed a local immunity, while intracutaneous 
injections of virulent staphylococci did not produce a general immunity. 


HE PRODUCTION OF PERSISTENT ALOPECIA IN Rappits By X-RAys OF VARIOUS 
DEGREES OF HarpNEss. H. CLark and E. Sturm, J. Exper. Med. 42:517 
(Oct.) 1925. 

Using 40 kilovolt rays filtered through 0.5 mm.; 50 kilovolt rays with 1 mm. 
ind 70 kilovolt rays with 1.5 mm. aluminum the animals reacted consistently, 
ilthough the alopecia reaction did not run parallel to the erythema and 
pigmentation reactions. 

The critical minimum doses in terms of air ionization for rays at 30, 40, 
50 and 70 kilovolt peak are respectively 2.04, 3.7, 4.5 and over 5.1. 


XPERIMENTAL STUDIES WITH A SPIRAL ORGANISM Founp IN A WiLtp Rat 
AND IDENTICAL WITH THE OrGANISM CAUSING Rat Bite Fever. H. Mooser, 
J. Exper. Med. 42:539 (Oct.) 1925. 
The spiral organism of the genus Treponema found in a wild rat was 
oculated into a number of rabbits, with the appearance of a primary lesion 
from three to five days following subcutaneous inoculation. This lesion 
vas succeeded in about eight days by secondary lesions on the head and 
genitals, the organism being transmitted sexually. In rabbits with active 


lesions protective antibodies are to be found in the blood. 


[HE INFLUENCE OF CLIMATE AND MALARIA ON Yaws. G. C. Ramsay, J. Trop. 
Med. 28:85 (Feb. 16) 1925. 


From his experience with 1,000 cases, Ramsay believes that climate has 


some influence on the characteristic lesions of frambesia, heat and moisture 
being the main factors, while yaws and syphilis resemble each other more 
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in the cooler climates. In his district (Cochar, Assam), yaws was found to 
be more prevalent among the hill tribes than among the inhabitants of lower 
levels. He had also noted that yaws was more prevalent in nonmalarial 
districts, and that attacks of pyrexia from other causes as well had favorably 
influenced frambesia. 


GRANULOMA VENEREUM. A. VISWALINGAM, J. Trop. Med. 28:302 (Aug. 15) 
1925. 
This is a brief description of the disease as it is encountered in the Malay 
Peninsula and a report of several cases treated with tartar emetic ‘and 
potassium iodid. 


OBSERVATIONS ON THE CULTURAL AND BIOCHEMICAL CHARACTERS OF MONILIA 
CASTELLANI (Cryptococcus CASTELLANI) AND MOoNILIA MACROGLOSSIAE 
(Cryptococcus MACROGLOSSIAE). Sercio Re, J. Trop. Med. 28:317 (Sept. 1) 
1925. 

The author details the cultural characteristics of the organisms found in 

Castellani’s “folliculitis decalvans cryptococcica” and in certain types of macro- 

glossia, but thinks they should be classified with the monilia. 


Jamieson, Detroit. 


MANAGEMENT OF SYPHILIS CoOMPLICATING PREGNANCY. A. C. Beck, New York 

State J. Med. 26:102 (Feb. 1) 1926. 

This is a review of 131 pregnancies in 113 syphilitic women. Twenty-six 
patients had no previous miscarriages and had given birth to viable and 
apparently healthy children, but investigation showed that most of their children 
were syphilitic. Energetic treatment with arsphenamine and mercury was started 
as soon as the diagnosis was made, irrespective of the period of gestation. 
Of seventy patients receiving six or more injections of arsphenamine fifty-eight 
gave birth to living infants who have never shown any evidence of syphilis, 
but a guarded prognosis is recommended, as two children recorded as non- 
syphilitic in a previous report gave the first sign of syphilis at the ages of 

ve BEY: “aes 

3% and 4 years, respectively. ee a eee 

APPLICATIONS OF Woop’s Ligut To DerMAToLoGic D1aGNosis. JEAN MEYER and 
SAIDMAN, Bull. Soc. franc. de dermat. et syph. 32:369, 1925. 


This apparatus, utilizing a group of ultraviolet rays, facilitates the observa- 
tion of fading and indistinct eruptions. 


EPITHELIOMA OF THE Lip. HupeLto and Rasvut, Bull. Soc. franc. de dermat. 
et syph. 32:373, 1925. 
In a patient in whom a recurrent cancer of the jaw had been excised twenty- 
one years previously, there was extensive leukoplakia, from which the new 
tumor had arisen, apparently independent of the former malignant process. 


Pityriasis Ruspra Pitarts. H. GoucGerot, Bull. Soc. franc. de dermat. et syph. 
32:374, 1925. 


A girl, aged 5 years, was apparently in good general health, and her family 
history showed no sign of tuberculosis. An extensive eruption typical oi 
pityriasis rubra pilaris clinically was cured following the injection of the 
antituberculous vaccine of Vaudremer. 
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Tumors OF RIGHT FRONTOTEMPORAL AND LEFT GLUTEAL REGIONS, ORIGINATING 
FROM THE SuporipArous GLANDS. Louste, THIBAUuT and CAaILLau, Bull. 
Soc. franc. de dermat. et syph. 32:383, 1925. 







The tumors were small and flat, and there were syringocystomas on the 
face. The histologic findings are described. 













Mycosis FUNGOIDES OF THE ERYTHEMATOUS TYPE TREATED BY ULTRAVIOLET 
Rays. Louste, A. Marin and CarLiau, Bull. Soc. frang. de dermat. et 
syph. 32:387, 1925. 


In a man, aged 77, the condition was of two years’ duration. The pruritus 
was relieved, and some patches of eruption faded after exposure to ultraviolet 







rays. 







Bazin’s ERYTHEMA INDURATUM OF THE Type OF HutTCHINSON. E. JEANSELME 
and P. CHEVALLIER, Bull. Soc. frang. de dermat. et syph. 32:390, 1925. 






A young woman, aged 23, of tuberculous parentage, had this condition. 
Interesting manifestations appeared in an inoculated rabbit — paraplegia, corneal 
nodule and iritis, healing completely; Pott’s disease. 













TRANSITORY SPASMODIC MyoprA DvuE To ARSPHENAMINE. Dupuy-DvuTEMPs and 
Pertn, Bull. Soc. franc. de dermat. et syph. 32:394, 1925. 






Two cases are reported which occurred in women who had received several 
series of injections of neo-arsphenamine uneventfully. The contraction of the 
ciliary muscle occurred four or five hours after the injection of the drug, 
reached its height at the end of twelve or eighteen hours, and disappeared 
after thirty-six or forty-eight hours. Three such cases have been observed in 
a year at the St. Louis Hospital in Paris. 














BIsMUTH COLLECTIONS, RETENTION AND FISTULIZATION. Lortat-JAcop and 
J. Roperti, Bull. Soc. franc. de dermat. et syph. 32:400, 1925. 






3ismuth hydroxide is blamed for seven gluteal abscesses observed by the 
authors within ten months. Fluctuation occurred from two to four weeks after 
the appearance of the tumors, and in the absence of surgical intervention, 
they broke down after from four to eight weeks, with fistula formation. 














Srxty-OneE Cases or BISMUTH RETENTION. Marcet PINARD and Rasut, Bull. 
Soc. frang. de dermat. et syph. 32:401, 1925. 






In these cases, bismuth oxide seemed at fault, and troublesome fistula forma- 
tion occurred spontaneously and following incision. Roentgenologic studies 






were found valuable. 







Two Cases or Urticaria, APPARENTLY DUE TO THE MENOPAUSE, AND FAVORABLY 
INFLUENCED BY Potassium lIopipe. CLEMENT S1mMON and BINET pu JASSON- 
NEIX, Bull. Soc. francg. de dermat. et syph. 32:412, 1925. 







Urticarial outbreaks appeared in a young woman following an artificial 
menopause. Each outbreak would disappear within from fifteen to thirty 
minutes after the oral administration of from 2 to 5 Gm. of potassium iodide. 
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The second case was that of a woman who had just passed the physiologic 
menopause. Her urticarial outbreaks ceased after the iodide had been 
administered. 


A Case or Sypuititic Retnrection. L. Larourcape, Bull. Soc. frang. de 
dermat. et syph. 32:415, 1925. 


In 1922, a young man had presented a typical early syphilitic eruption, with 
positive serology, the initial lesion presumably having been intra-urethral, and 
no dark-field investigation having been reported. Several series of neo- 
arsphenamine injections had subsequently been administered. In September, 
1925, he presented a penile sore in which Spirochaetae pallidae were numerous, 
with palpable, painless inguinal lymph nodes and a negative Wassermann 
reaction. His consort presented a syphilitic roseoia. 


CHAULMOOGRA PREPARATIONS IN THE TREATMENT OF CUTANEOUS TUBERCULOSIS. 
C. Fouguet, Bull. Soc. frang. de dermat. et syph. 32:418, 1925. 


Using local applications of chaulmogra oil in a penetrating lipoid base, the 
author secured good results in three long-standing cases of lupus vulgaris. In 
other cases, the results were not so striking. Preliminary scarification is advised 
to facilitate penetration of the drug. 


PREVENTIVE TREATMENT OF GENERAL PARALYSIS BY MALARIAL INOCULATION. 
THE NEED For EarLty SPINAL PUNCTURE IN SyPHILIs. A. MARIE and PAuL 
CHEVALLIER, Bull. Soc. frang. de dermat. et syph. 32:422, 1925. 


In view of the great value of this treatment, the authors urge early diagnosis, 
recommending spinal puncture during the second half-year of infection, and 
annually thereafter. 


A CASE OF ORIENTAL SorE. JEANSELME and Burnier, Bull. Soc. frang. de 
dermat. et syph. 32:426, 1925. 


The patient, a Persian boy, aged 7 years, had left his native country seven 
months previously. The lesion appeared after he had been in France two 
months, and healed rapidly after two local injections of 1 cc. of emetine hydro- 
chloride solution. The causative organisms were demonstrated. 


ParKHurRsT, Toledo, Ohio. 


Premycotic EryTHRODERMA. Mario Artom, Arch. ital. dermat. e sifil. 1:97 
(Sept.) 1925. 


The author studies a case of mycosis fungoides from the clinical, hemato- 
logic and pathologic points of view. He concludes that mycosis fungoides is 
a complex clinical entity of internal origin, the primary manifestations of 
which are cutaneous and induced by toxic stimuli. These toxic stimuli are 
similar or perhaps identical with those that produce Stemberg’s lymphogranulo- 
matosis and cutaneous leukemia. These toxic agents are not specific. 


SYRINGOMA OF THE Eyetips. E. Freunp, Arch. ital. dermat. e sifil. 1:130 
(Sept.) 1925. 


The author reports the pathology of a case of syringoma of the lower eyelids 
in a girl, aged 18. The condition had existed for five years. The lesions 
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were those usually found in these types of cases. The author also reports 
dilatation and degeneration of the blood vessels of the corium and hypertrophy 
of the connective tissue. 


AstHMA IN Its RELATION TO Eczema. A. D1 Virrtorto, Gior. ital. di dermat. 
e sifil. 66:1358 (Oct.) 1925. 


The author reviews the several etiologic theories of eczema and discusses 
the possibilities of endocrine disturbances, chronic intoxications and anaphy- 
laxis. He reports a case of asthma and eczema in detail, and concludes that 
in this case at least the etiologic factor is undoubtedly anaphylactic. 


Majyoccui’s Disease. D. Fanti, Gior. ital. di dermat. e sifil. 66:1377 (Oct.) 

1925. 

Report of a case of purpura annularis telangiectodes, with histopathology. 
The author states that the changes are primarily due to periarteritis and endo- 
arteritis of the vessels of the deep cutaneous plexus, ending in obliteration of 
the attacked artery. The etiology is still unknown. 


CuTANEOUS SporotricHosis. P. STANCANELLI, Gior. ital. di dermat. e sifil. 
66:1425 (Oct.) 1925. 


The author has observed six cases of sporotrichosis in Italy during the 
last six years. He reports a case of the condition in a patient with a history 
of syphilis and a positive Wassermann test. The polymorphism of the cutaneous 
lesions, the failure of antisyphilitic treatment and later the recovery oi the 
fungus were the basis of the diagnosis. 

PROTEIN THERAPY IN SyPHILIs. A. Mucct, Gior. ital. di dermat. e sifil. 66:1425 
(Oct.) 1925. 


The author concludes that protein therapy in syphilis is worthless. He 
treated twenty patients who had syphilis with a casein-calcium preparation. 


PIGMENTARY SYPHILID AND ITs RELATION To DISEASE OF THE SUPRARENALS. 
E. A. Satnz bE Aja, Progr. Clin. 32:289 (Sept.) 1925. 


The author reports a case of late, pigmentary secondary syphilid in a woman, 
who also presented great asthenia, vomiting and symptoms of pulmonary tuber- 
culosis. At necropsy the suprarenal glands were found atrophied and filled 
with small calcareous nodules. The author thinks that in this case there was 
an old healed tuberculosis of the suprarenals. A functional equilibrium had 
been established, which was broken by the recently acquired syphilis. 


ZOSTER AND VARICELLA. C. MADERNA, Riforma med. 41:1160 (Dec. 7) 1925. 


The question of the identity of the specific germs of varicella and herpes 
zoster is still unsettled. Epidemics of herpes zoster coincident with epidemics 
of varicella have been reported, causing some observers to believe that possibly 
both diseases are produced by the same etiologic germ. This agent would 
produce a herpes zoster when infecting the nervous system and varicella when 
the infection is hematic. The author reports an epidemic of varicella and herpes 
zoster in the same family. He advises autohemotherapy in the treatment of 
herpes zoster. 
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THE WASSERMANN TESTS IN THE Exupates. G. PANsIN!, Riforma med 
42:51 (Jan. 18) 1926. 


The Wassermann test performed with exuded fluids is always negative in 
nonsyphilitic persons. It is positive in about 50 per cent of syphilitic patients 
In no case could the author obtain a positive test in the fluid and a negative 
test in the blood. A negative test in the exudate and a positive test in th 
blood was common. 


REACTIVATION OF THE WASSERMANN Reaction. C. A. Vipera, Rev. méd. Lat 
America 10:1103 (July) 1925. 


Instead of using small quantities of arsphenamin as advised by Milian, the 
author withdraws 20 cc. of blood from the arm vein, allows the serum to 
separate at room temperature and reinjects it intravenously. Forty-eight hours 
later a sample of blood is taken for a Wassermann test. The reactivation is 
successful in a great proportion of cases. 

Parpo CosteL_to, Havana 





Society Transactions 


CHICAGO DERMATOLOGICAL SOCIETY 
Regular Meeting, Oct. 21, 1925 
CLARK W. FINNERUD, M.D., Presiding 


PARAPSORIASIS (Brocg Type). Presented by Dr. Ormssy. 


A man, aged 26, had had this disorder for two and one-half years. The 
eruption first appeared on the back and gradually spread. There were no 
subjective symptoms and the patient appeared to be otherwise normal. A 
blood examination showed no abnormalities. 

On examination the eruption was found on the medial surfaces of the arms 
and thighs, including the crotch; on the lower half of the trunk, both front and 
back, and on the sides. The lesions occurred as patches of variable size 
up to 5 cm. in diameter. They were oval or round, pale brown or yellowish 
red and covered with fine scales. There was no infiltration. 


DISCUSSION 


Dr. SeENEAR: I regard the case as parapsoriasis but think it an unusual 

picture. It is not as patchy as the usual en plaque type, and the lesions are 
. 

much smaller in the guttate type. At first glance it suggested somewhat 

the xanthelasmoid type of urticaria pigmentosa. 

Dr. Otrver: I agree with Dr. Senear. 

Dr. Ormssy: I believe this patient presents the Brocq type of parapsoriasis. 
He has been under our observation only a few days. This is the type of 
patient that we have frequently seen treated with antisyphilitic measures with 
no appreciable effect on the disorder. 


SYRINGOCYSTOMA. Presented by Dr. OLIveER. 


A girl, aged 20, presented a disorder of five years’ duration. The lesions 
were situated in the axillae, about the neck and down the front of the chest. 
They were saffron yellow, varying in size from that of a pinhead to that of 
i large pea, and projected slightly above the level of the skin. The axillary 
lesions were round, and those about the neck were ovoid. 


DISCUSSION 


Dr. Stirtrans: I thought of colloid milium. 

Dr. Mitcuet_: I thought cf syringocystoma, but I could reach no definite 

‘lusion in such a case without a biopsy. 

yr. Foerster: At first glance the impression given by the lesions on the 

‘ was that of a rather poorly developed form of syringocystoma. The 
icial character of the lesions in the axillae would be against this 
osis. I think perhaps we are dealing with some condition of the sebaceous 

endages rather than with one related to the sweat glands. 

Dr. Ormsspy: I agree with what has been said, but believe the lesions about 


7 S oc : 
clavicles are not sufficiently elevated to be syringocystoma. I have seen 
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colloid milium present the picture seen here, and think that diagnosis stands 
first from a clinical standpoint. The lesions in the axillae are unusual and 
are difficult to place. 

Dr. OLiver: I presented the patient with the tentative diagnosis of syringo- 
cystoma, and I think the fact that she seldom perspires may be of importance. 
I will try to secure a biopsy and report later. 


A CAsE For DraGNosis. Presented by Dr. MITCHELL. 


This boy was shown at the February, 1925, meeting for diagnosis as to 
a tuberculous or syphilitic process (ArcH. Dermat. & SypH. 12:563 [Oct.] 
1925). He had received antisyphilitic treatment and later some roentgeno- 
therapy. Practically all of the lesions had cleared up. Many had _ broken 
down recently, and some more intravenous treatment had been administered, 
with prompt response. This suggested strongly a syphilitic basis for the 
disorder. 

DISCUSSION 


Dr. ParkHurRstT: I was impressed with the appearance of the lesions as 
being tuberculous rather than syphilitic; the therapeutic results rather rule 
this out. The absence of well defined lesions I think is against the diagnosis 
of syphilis. 

Dr. Stitt1ans: I think the therapeutic test is not proof of the syphilitic 
nature of the lesions. Many tuberculous lesions yield to arsphenamine, and 
the fact that there is still some activity present is in favor of tuberculosis. 
It is not uncommon for tuberculosis to occur in connection with syphilis, and 
I believe all the findings are in favor of tuberculosis. 


Dr. Mitcuett: I still have an open mind on this case. The patient is a 
ward of the Grand Crossing Tuberculosis Station of the Municipal Tuberculosis 
Sanitarium. There are several children in the family, one of whom has recently 
developed a lesion on the leg which strongly suggests gumma. This boy 
was given three injections of arsphenamine after he was first shown and 
improved greatly. Assuming that it was tuberculosis, an effort was made to 
see how much effect radiotherapy would have on the lesions. All the active 
lesions were subjected to radiotherapy, without any noticeable improvement. 
The boy was then put into the open air and kept in the sun without any 
clothing during the summer. During the past month he returned with open 
ulcers in many of the lesions, and intravenous therapy was again resorted to. 
The lesions responded rapidly to antisyphilitic therapy, and are now almost 


completely healed. The boy has a low-grade mentality, but his teacher thinks 


he has improved markedly under the intravenous therapy. I have been unable 
to get a biopsy but will continue to make attempts to secure one. 

Dr. Foerster: I would suggest the use of an injection of some foreign 
protein as a test. 

Dr. Frnnerup: After having gone as far as possible with the antisyphilitic 
treatment, I think a heavy tanning with a mercury light might be of assistance. 
[ saw some remarkable results in Dr. Sequeira’s clinic from that type ot 
treatment. 

Dr. Mitcuett: The boy was heavily tanned from exposure to the sun and 
air this summer, but without noticeable effect. 
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PrryrrAsis Ruspra (Hesra). Presented by Dr. Ormssy. 


A man, aged 73, had had the disorder for five years. The first change 
noted by the patient was an area of redness and scaling on the back. This 
gradually spread until the entire cutaneous surface became involved. There 
had been much itching. He stated that the scaling had been fine since the 
beginning. 

When presented, the patient’s entire skin was involved and was mahogany 
brown. A fine scaling was present in all areas, being especially marked over 
the back. There were dystrophy of the nails and subunguinal keratosis. When 
pinched up the skin was found to be thinner than normal. There were no 
contractures in any areas. Moderate lymphadenitis was present. A differential 
blood count of the white cells showed an increase in eosinophils which amounted 
to 12 per cent; otherwise the blood findings were normal. 


LEUKEMIA Cutis (GENERAL ERYTHRODERMA). Presented by Dr. OrMssy. 


A man, aged 60, had a disorder of nine months’ duration. He stated that 
the first change noted was about the hands, and that the disorder rapidly 
spread until it involved practically the entire cutaneous surface. On account 
of lack of accurate observation the evolution of the eruption could not be 
ascertained. A general examination of the patient revealed marked enlarge- 
ment of all the superficial glands. The blood examination revealed a leukocyte 
count of 33,000; the differential count showed: polymorphonuclears, 18 per cent; 
large lymphocytes, 1 per cent; small lymphocytes, 75 per cent; eosinophils, 
per cent. 

On examination the skin of the entire body was brown and covered with 
fine scales, presenting an identical appearance with the patient who had 
pityriasis rubra (Hebra) described above. There was, however, thickening of 
the skin instead of atrophy, and the glandular enlargement was much more 
evident. The skin of the hands presented a glazed appearance, and there was 
much fissuring in the deep folds of the palmar surface. There also were 
dystrophic changes of the nails. 

DISCUSSION 


Dr. SENEAR: I think the leukemia case fits in with the group of generalized 
erythrodermas with glandular enlargement and blood changes. Sequeira reported 
five cases in which the blood picture was never as marked as in the typical 
leukemias. There was usually a slight increase in the white cells and a distinct 
proportional increase in the lymphocytes. He concluded that these cases had 
an atypical blood picture, between that seen in typical lymphatic leukemia and 
secondary anemias 

Dr. Foerster: These cases are almost similar clinically, but the etiology 
is different. This case of pityriasis rubra (Hebra) is probably the first of 
this disorder presented before the Society, and it is interesting on this account 

one. The later stage of atrophy that produces the characteristic ectropion 
vill probably come on in the course of a year or so. 

In the case of lymphoderma, I think the cases as described by Sequeira 
in the article referred to by Dr. Senear were more acute in character and 
more exfoliative than we are accustomed to see in exfoliative dermatitis. The 
infiltration of the skin was fairly well pronounced, but one of the striking 
things was the small, branny type of desquamation. 

Dr. LreBERTHAL: The case of leukemia was just like a group of cases 
shown at a meeting of the St. Louis Dermatological Society a few years ago, 
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which some of us saw and discussed. The second case was very unusual, 
and the first presented before this Society. In a period of thirty years this 
is the second case of pityriasis rubra (Hebra) I have seen in Chicago. The 
other case I saw at Michael Reese Hospital about six months ago. It had 
lasted more than eight years, and the clinical manifestations were more advanced 
than in Dr. Ormsby’s case. 

Dr. Ormssy: It appears that Sequeira’s cases of lymphoblastic erythroderma 
are essentially examples of leukemia cutis, and this case belongs in that group. 
The close resemblance in the appearance of the skin of this patient to that of 
the patient with pityriasis rubra (Hebra) is evident. There is a difference, 
however, in the texture of the skin. In the former the skin is thickened, while 
in the latter it is thin and atrophic, though no contractures are as yet evident. 
Pityriasis rubra (Hebra) is an entity, but a rare disorder. 


PemMpuHicus. Presented by Dr. SENEAR. 


A woman, aged 64, who was first seen six weeks previously, gave a history 
of having fallen and injured the right shoulder. Shortly afterward a group 
of bullae appeared over this area, and had persisted. The bullae involuted 
and developed a dry, keratotic condition. She had been in the hospital under 
the Davis treatment, and had improved considerably. Several lesions were 
present where the bullae had developed; they had ruptured and were disappear- 
ing. There had been no lesions in the mouth. The influence of trauma on 
the lesions was shown in the fact that the patient fell against the steps when 
entering the hospital, striking the left knee; and the next day there were 
lesions over that area. She had shown this response to trauma on several 
occasions, 

DISCUSSION 

Dr. Oxtver: I think the case is an exceptionally good example of pemphigus. 

Dr. Mitcuett: The case struck me as having some of the characteristics 
which Dr. Ormsby has referred to as the “Schmidt form” of pemphigus, in 
which Dr. Senear has been interested. 


Dr. Foerster: A point te be brought out in this type of case is that the 
prognosis differs from that of the ordinary pemphigus. This is the type in 
which the condition may persist for many years without a fatal issue. 


Dr. SENEAR: The case fits with those of which Dr. Ormsby has presented 
two; we also saw a patient at the St. Louis meeting whose case was a replica 
of the one shown today, and we have reported another one of our own. I think 
a third case of Dr. Ormsby’s which was not shown before ‘the Society was 
more nearly like this one than the other two. The group presented various 
lesions, and the disorder has been diagnosed as epidermolysis bullosa, as 
dermatitis medicamentosa, as impetigo, lupus erythematosus and other condi- 
tions. Most of the cases pursue a relatively benign course, but several of 
the men whose cases were included in my report said that the disorder had 
later followed the typical pemphigus course. Our first case was seen by several 
men, and the condition had been present for six years. 

Dr. Finnerup: I think the prognosis is interesting. That first patient of 
this type seen by Dr. Ormsby is still alive, and, with the exception of the 


cutaneous manifestations, well. 
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SCLERODERMA. Presented by Dr. OLIvER. 
A’girl, aged 11, presented an indurated area about the size of an apple on 
the lateral surface of the left thigh. It was irregular in shape and clearly 
demarcated from the surrounding skin. On the posterior surface of the leg 


was a smaller, indurated area. The lesions had been present for five months, 
were the color of the skin and painless. 


DISCUSSION 

Dr. McEwen: I think the case is interesting, and regard it as a beginning 
scleroderma. 

Dr. LIEBERTHAL: I think the condition is suggestive of scleroderma. The 
infiltration reached the skin and yet one could fold the skin over it. 

Dr. MircHELL: Has any camphorated oil been injected? 

Dr. Barer: I think it is probably a case of scleroderma, but it seems more 
indurated than the type usually seen. 

Dr. Hence: I was impressed with the fact that the skin was freely movable 
over the underlying induration, and that brought to mind the possibility of 
some foreign substance having been injected under the skin. No evidence of 
this was obtained from the history. I think scleroderma is the diagnosis 
ot choice. 

Dr. Oxttver: The patient was brought to the Cook County Hospital clinic, 
and a tentative diagnosis of scleroderma was made. There was no history of 
any preceding trauma or of injections of camphorated oil. The lesions had 
gradually increased in size, but caused no pain or discomfort. I think if the 
muscles were involved there would be more pain. I will try to secure a biopsy 


and report later. 


A Case For Dracnosis. Presented by Dr. BEEson. 


A woman, aged 28, had a disorder of the nails which had started on the 
right thumb fifteen months previously. All the nails were involved and presented 
pitting. No skin lesions were present, and the general physical examination 
was negative. The condition of the nails suggested the changes seen in 
psoriasis, but no psoriatic lesions were present. 


DISCUSSION 


Dr. MitcHett: I first thought of psoriasis limited to the nails. The cutical 
marginal change is not as marked as it usually is; the pitting extends back 
to the base of the nail, and there is no lesion elsewhere. I have seen one other 
case with practically identical pittings, and have watched it for some time, 
but no other symptom of psoriasis has developed. I think it must be a dystrophy 

f the nails of unknown origin. 
Dr. Beeson: My object in presenting this patient was to obtain some 
therapeutic suggestions. There is nothing about the case to give a hint as 
I thought of the possibility of psoriasis, and with this in mind 


interesting to see if other symptoms develop. The woman has 


n examined thoroughly from the medical standpoint, but nothing was found 


could be connected with the nail condition. 


Dr. LrepertHaL: I would suggest the use of filtered roentgen rays. 
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PityrIAsis Ruspra Paris. Presented by Dr. Ormssy. 


A woman, aged 22, had a disorder of eight weeks’ duration. When first 
seen, at three weeks’ duration, the disorder presented the appearance of a 
dermatitis of outside origin. Under soothing treatment, ten days later the 
characteristic signs of pityriasis rubra pilaris were present. The first change 
occurred on the fingers, followed very soon by an eruption on the face and 
elbows, and soon afterward on the hands and knees. There were no sub- 
jective symptoms at any time. The general health of the patient was perfect, 
and, so far as made, a general examination revealed no pathologic findings. 

At the time of presentation lesions were present in the areas mentioned above. 
There was a marked seborrheic dermatitis-like eruption on the face. There 
were scaling patches somewhat resembling psoriasis on the extensor surfaces 
of the elbows and knees. These were well defined and made up of horny 
papules. There was beginning keratoderma on the palms and soles. Char- 
acteristic follicular keratotic papules were present on the dorsal surfaces of 
the first phalanges. 

DISCUSSION 


Dr. Foerster: This patient presented several interesting features. The 
erythema on the face was accompanied by a peculiar sandpaper-like rough- 
ness, and was sharply marginated, and this is of interest because of its close 
resemblance clinically to the condition of seborrhea rubra described by Engman 
several years ago. The resemblance may be so strong that pityriasis rubra 
pilaris must also be considered in the diagnosis, but they present nothing on 
the trunk, extremities or scalp to support the latter diagnosis. A large per- 
centage of cases of pityriasis rubra pilaris begin on the scalp with mortar-like 
scaling, and later the typical acuminate lesions appear on the elbows and on 
the sides and back of the neck. The acuminate lesions in the present case 
make it clear that the disorder is pityriasis rubra pilaris, or what Kaposi used 
to term lichen ruber acuminatus. 

Dr. SENEAR: I feel that with the decided symmetry of the patches on the 
elbows and the coalescing nature of the primary lesions, with the follicular 
plugs on the phalanges, although it is not perfectly typical as yet, we can 
register a diagnosis of pityriasis rubra pilaris. 

Dr. MitcHeL_: I think the case is interesting because the patient looks 
so well. Pulmonary tuberculosis, so frequently associated, is apparently not 
present. 

Dr. Ormssy: This case is interesting because it is of such short duration. 
The patient is a dental assistant, and when first seen her hands and face were 
quite irritated and the condition closely resembled a dermatitis of external 
origin, but when she returned within a few days the lesions were clearly those 
of pityriasis rubra pilaris. The good general condition can be accounted for 
by the fact that the disorder is of such short duration. 


Lupus EryTHEMATOSUS DISSEMINATUS (SUBACUTE VARIETY). Presented by 
Dr. ORMSBY. 


A woman, aged 35, presented a disorder of fourteen months’ duration. The 
g 


eruption first appeared on the dorsa of the hands and extensor surfaces of the 
forearms, and disappeared after a few weeks. Eight months later it recurred 
on the cheeks and during the past two months had spread over the neck, upper 
portion of the chest, forearms and hands. There were prickling and itching 
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sensations at times. A roentgenogram made by Dr. Rose showed pulmonary 
tuberculous involvement. A Pirquet tuberculin test was positive. 

On examination the major portion of the face was seen to be involved. The 
area surrounding the mouth was exempt. There was edema and marked infiltra- 
tion of the cheeks, with redness and scaling. The color was bluish red. The 
nose and brows were also involved. The neck and upper portions of the chest, 
forearms and hands showed well defined, symmetrical patches which presented 
much the appearance of the fixed type of lupus erythematosus. They were 
erythematous, slightly elevated, circular or gyrate scaling patches of variable 
size. 

DISCUSSION 

Dr. LrEBERTHAL: This case is interesting because of its association with 
pulmonary tuberculosis, which combination frequently occurs in this type of 
lupus erythematosus. 

Dr. OrmsBy: I think attention should be called to the disseminated cases 
because of the criticism that these disseminated cases are not recognized. The 
patients with lupus erythematosus disseminatus acutus usually go to the 
internists, because they are ill and their cases are hospital cases, and they 
commonly die of pneumonia or kidney complications. The dermatologists have 
little opportunity to see these cases. The cutaneous lesions are commonly 
some form of erythema differing from the usual lesions of lupus erythematosus. 
The other type is demonstrated in this case, which is disseminated but sub- 
acute in character at present, but which may at any time become acute. There 
are two distinct types. The one may be an acute constitutional disease from 
the onset, or it may develop on an old, fixed discoid type, which I have seen 
happen on several occasions. Several of these cases have been seen and recorded 
at the Mayo Clinic within the last few years. This is the fourth disseminated 
case seen by us in the last two years. Two of the patients are dead, and 
another is very ill in the hospital at present. The roentgen ray reveals 
pulmonary tuberculosis in some of these cases. At the Mayo Clinic they have 
found tuberculosis in a majority of these cases, and they believe that it is 
commonly glandular. One patient who recovered was treated with deep roent- 
genotherapy with the technic used in lymphogranulomatosis. 


LYMPHANGIOMA OF THE ToNnGuE. Presented by Dr. MITCHELL. 

A woman, aged 30, presented a lesion of the tongue which had been present 
ince birth. The entire anterior half was involved and became so swollen 
at times that speech and deglutition were interfered with. Under radium 
therapy the patient had made marked improvement. 


DISCUSSION 
Hence: I saw a similar case with Dr. Stillians in which the tumor 
mass extended onto the tongue, the inner sides of the lips and the cheeks 
Radium therapy accomplished something but not much 
Dr. ParKHuRST: I think it would be well to use radium therapy in this case 
LIEBERTHAL: I think there has been some improvement in this case. 


had radium there was no other way of treating such cases except 


ery, and that was very painful. There is no doubt that radium 


a 2 mm brass filter, and 





556 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


A Case or Mycosis Funcores. Presented by Dr. LIEBERTHAL. 


A Russian Jew, aged 47, a carpenter, married and the father of six healthy 
children, had always been in good health. Sixteen years before presentation, 
a few spots appeared on both arms. The eruption slowly increased until it 
spread all over the body, and itching became more intensive. About four months 
ago, lumps began to appear on various parts of the body, and he sought relief 
at various clinics, without success. He complained of no other ailment and 
was at no time incapacitated for work. At his first examination, the skin was 
involved with gyrate lesions resembling parapsoriasis, and was red and slightly 
scaly. On the forehead and in the occipital region, on the abdomen and lumbar 
regions were quarter-sized, flat, reddish tumors of semisoft consistence, and 
slightly eroded in the center. On both arms above the elbows were a few nodules 
varying from the size of peas to the size of beans, hemispherical and scaly. 
The general examination disclosed no abnormalities. The patient had been 
receiving Asiatic pills for a few weeks, and the condition had improved con- 
siderably. Blood examination was to be repeated and histologic specimens 
presented at the next meeting. 

Note.—The blood examination on November 16 was negative. 


DISCUSSION 

Dr. MitcHeLtL: There has been a recent revival of interest in the “chancre” 
of mycosis fungoides. The chancre is a discrete solitary lesion. A recent article 
by Iclaramunt in the Annals reviews the literature, and reports a case with a 
solitary, primary lesion, which was excised and examined microscopically. I 
think we should be on the lookout for this “mycofongome initial,” or chancre 
of mycosis fungoides. It is of course the tumor d’emblée with a single tumor. 

Dr. Foerster: I think the history and cutaneous symptoms are typical of 
mycosis fungoides, irrespective of what the other findings are. 


LYMPHANGIOMA CIRCUMSCRIPTUM. Presented by Dr. Scumipr (by invitation). 


A girl, aged 13, was first seen at the Dermatological Clinic of Rush Medical 
College in July, 1925. At that time she presented a circumscribed verrucous 
lesion on the buttocks. The mother stated that the disorder began at the age 
of 3 and that three similar areas had been excised five years later. At the 
time of presentation an area 12 by 16 cm. occupied the medial surface of each 
buttock, which was dotted with several groups of small, deep-seated, yellowish 
and pinkish, pinhead-sized vesicles. Between the groups the skin was normal. 
At the upper right quadrant of this area there was an elevated tumor-like, warty 
mass approximately the size of a silver dollar. In addition, there were linear 
scars in the vicinity, the result of the surgical removal of former growths. 


DISCUSSION 

Dr. Foerster: The case impressed me as being lymphangioma. 

Dr. MitcHett: I thought it was a lymphangioma combined with a verrucous, 
pigmented nevus, with probably some hemangioma beneath it. 

Dr. Outver: I agree that it looked like a large nevus, but on examining 
the section I found typical lymphangioma. 1 do not know under which type 
of lymphangioma this case would be classified. I believe the growth is nevoid, 
associated with lymphangioma. The section is one of lymphangioma. 
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Dr. Ormssy: I do not think it is necessary to make any further classifica- 
tion. The suggestion made by Dr. Mitchell that the condition was a nevus 
in connection with lymphangioma describes the findings. Lymphangiectodes 
often occur in the axilla, and not infrequently verrucous lesions develop in 
connection with the peculiar vesicles seen in this disorder. Roentgenotherapy 
has reduced this lesion more than 50 per cent. This method of treatment 
is usually entirely successful. 


Dr. Finnerup: In this case the sections prove it to be purely a lymphangioma. 


BLASTOMYcosIsS. Presented by Dr. WauGH and Dr. ScuMuIpt. 


A man, aged 68, had first noticed a “pimple” on the left cheek two years 
before presentation. The lesion steadily increased in size, and six months 
ago the patient was treated for lupus in a Chicago hospital. The lesion 
involved most of the left cheek, extending below and posterior to the lobe 
of the ear. The central portion healed, with scar formation. Blastomyces 
was demonstrated microscopically on several occasions. 


KERATODERMA PALMARIS ET PLANTARIS. Presented by Dr. Scumipt (by 
invitation ). 


An Italian woman, aged 25, came to the dermatological department of Rush 
Medical College one year before presentation, exhibiting a thickening of the 
skin of the palms and soles which she stated had been preceded six months 
before by water blisters. Itching had been severe at times. Careful and repeated 
examinations for ringworm fungi had been negative. The complement-fixation 
test for syphilis was also negative. Several injections of arsphenamine did 
not influence the condition. 

When the patient was presented there were lesions of the palmar surface 
and sides of the hands and fingers, in the form of symmetrical, glistening, 
erythematous plaques with slight infiltration. In places the peripheral scaling 
was suggestive of a “collaret.” There were no fissures. The epithelium between 
the toes was uniformly grayish, moist and somewhat macerated. On the 
dorsum of each great toe was what resembled a healing vesicular dermatitis, 
but no active vesicles were present. On the plantar surface and sides of each 
foot were numerous, light to dark brown, split pea to coin-sized lesions which 
resembled true hyperkeratoses rather than groups of desiccated vesicles. Scrap- 
ings from the palms, soles and toes, dissolved in sodium hydroxide, revealed 
no fungi. 

DISCUSSION 

Dr. LIEBERTHAL: In spite of the fact that no mycelia were found, the case 
looked very much like one of epidermophytosis. The lesions of the hands 
somewhat resembled psoriasis. 

Dr. Barr: Why did the patient receive arsphenamine? 


Dr. Fink: I think the arsphenamine was given as a diagnostic measure. 


Dr. ParKHurst: I agree with Dr. Lieberthal about the possibility of this 
being epidermophytosis, especially on the toes. It appeared to me that the 
palmar lesions had been changed to some extent by local applications. 


Dr. Ormssy: I saw this patient in the clinic recently and considered ring- 
worm infection, psoriasis and syphilis. The patient was presented here for 
discussion. In such a case the employment of the Wassermann reaction and 
the therapeutic test with arsphenamine seem justifiable. When no ringworm 
fungi were found, this was still further justified. It appears at present that 
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ringworm infection is most likely, though a positive diagnosis cannot be made 
without further examination and study. 

Dr. Finnerup: The lesions of the soles are true hyperkeratoses. In the 
“hyperkeratotic” lesions of the soles, rather than in the active vesicles, one 
can almost invariably find the fungus if it is an epidermophyton infection. In 
this case about half a dozen of the hyperkeratoses have been removed, but 
nothing has been found. 

Dr. MircuHett: About a year ago I saw three patients —two children and 
one adult—in the clinic in the same afternoon. One child had symmetrical 
keratoderma on the palms and soles, and the other child and the adult had 
asymmetrical keratoderma on the palms. At that time I said these two patients 
probably had syphilis. The Wassermann reaction was positive, as was the 
therapeutic test, and both cases cleared up. The other case was a congenital 
keratoderma. In the case shown today I thought the symmetry of the lesions 
and the degree of the keratosis were too pronounced to be of ringworm origin. 


ANESTHETIC Leprosy. Presented by Dr. STILLIANs. 


A Chinaman who was presented at the June meeting of the Society was 
shown again at this time to demonstrate the results of treatment with ethyl 
esters. When first seen he had marked lesions on the hands and upper arm, 
with definite elevation and infiltration. At this time the infiltration had entirely 
disappeared from the lesions on the hands, and they were perfectly flat. The 
lesions on the arm were much flatter than before but were still somewhat 
elevated. On each shoulder was a large area of induration as the result of 
the injection of ethyl esters into the muscles. These had been quite painful 
until recently, but were gradually softening under wet dressings. 


CARCINOMA IN SCAR oF Lupus EryTHEMATOSUS. Presented by Dr. STILLIANS 

A negro, aged 26, presented a scaling dermatitis of the face which had 
been present for ten years, and elevated lesions on the cheeks which had been 
present for three months or more. There were large, scarred areas with fine 
scales over the face, scalp and chest, the scales being chiefly within the border, 
which was not elevated. 

DISCUSSION 

Dr. ParKkuurst: I usually labor under difficulty in diagnosing lesions in 
the negro, but I think in this case the distribution of the lesions makes the 
diagnosis of lupus erythematosus possible. It is interesting to note the 


appearance of what is apparently an epithelioma in the scar on the right cheek, 
and it is a question whether the keratotic lesion on the left cheek may not 


also be an epithelioma. 

Dr. Foerster: I think it is rather unusual for a malignancy to develop in 
lupus erythematosus, but this does not rule it out. Malignancy is more likely 
to occur in lupus vulgaris. 

Dr. Mitcuett: I think the case is interesting because of the appearance 

the nose. 

Dr. Ortver: I showed this patient at the clinic on Monday and the question 

whether the condition was lupus erythematosus or lupus vulgaris was to 

decided. A typical ozena odor was present; and I thought the deformity 
f the nose was more that of lupus vulgaris than of lupus erythematosus. 
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Dr. FINNERUD: I thought the case looked like one of lupus erythematosus, 
but I believe the diagnosis is questionable. The lesion of the buccal mucosa 
was suggestive of lupus erythematosus. It is my impression that out of twenty 
or thirty cases of lupus erythematosus seen in private practice and at the clinic 
in recent months, almost 50 per cent have shown mucous membrane lesions, 
including those which showed involvement of the vermilion of the lip. This 
may be a slight exaggeration. 


Dr. STILLIANS: I would like to call attention to the peculiar purplish border, 
with the scaling inside. I think that it may be a case of lupus erythematodes 
rather than lupus erythematosus, although the appearance is strongly in favor 
of the latter, and translucence under the diascope cannot be demonstrated. I 
will try to secure a biopsy and report further. 

Dr. Ormssy: I have seen several examples of epithelioma developing in 
areas of lupus erythematosus, but these usually occurred following treatment, 
which this patient said he had not received. I have also seen a number of 
cases of lupus erythematodes (Leloir), but never one involving the scalp. 
These are usually seen on the face, are often asymmetrical in distribution and 
closely resemble lupus erythematosus, but are in reality examples of typical 
lupus vulgaris. 


THE NEW YORK DERMATOLOGICAL SOCIETY 
Regular Meeting, Nov. 24, 1925 
A. ScHuyLer CiarK, M.D., President 


CONGENITAL DeFiciency oF Harr. Presented by Dr. Howarp Fox. 


N. C., aged 5, was a colored girl, born in the United States. With the 
exception of her brother, 2 years old, no one of her relations had suffered 
from an abnormal condition of the hair. There was no family or personal 
history suggesting syphilis or tuberculosis. The patient had suffered from 
measles and whooping cough, and had had epigastric pains for the greater 
part of her life; these were worse after eating, though rarely causing vomiting. 
She had had an abscess of the ear when an infant. Though mentally alert, 
she was somewhat poorly nourished and small for her age. There were no 
clinical evidences of congenital syphilis. There were no subjective symptoms 
referable to the scalp. The mother stated that at no time in the child’s life 
had her hair been cut. 

Examination showed a general moth-eaten type of alopecia of a moderate 
degree. The tufts of hair were characteristically kinky, but short. None of 
them when stretched to full length measured more than an inch and a half; 
many were much shorter. There was no evidence of monilethrix or trichor- 
rhexis nodosa. The hairs appeared normal under the microscope. There was 

» evidence of keratosis pilaris or any other abnormality of the scalp. Her 
nly brother showed a suggestion of the same condition. 


DISCUSSION 
Dr. Krincsspury: It hardly seems to be a congenital alopecia; it looks like 
in acquired condition, just a thinning of the hair. 
Dr. WitttaMs: I thought it an exaggeration of an alopecia which is 
fairly common in the colored race. We see many pickaninnies whose hair is 
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not thick. It seldom gets as thick as in the white race. I should say it was 
idiopathic. 

Dr. Howarp Fox: It seems to me that this should be considered a con- 
genital deficiency in hair. The patient was brought to the clinic for treat- 
ment of this condition, the mother stating that at no time had the hair ever 
grown longer or thicker than at present. There has been no opportunity to 
rule out syphilis by the Wassermann test. 


A CASE For DiaGNosis: LicHEN PLANUS? Presented by Dr. HIGHMAN, 


J. S., aged 42, a traveling salesman of German ancestry, five days prior to 
presentation, suddenly had an eruption on the hands, which extended to the 
wrists and body. It was accompanied by burning and by marked itching. 
When seen again in the morning, his body was studded with lesions, as 
presented, and two diagnoses were considered —lichen planus and, possibly, 
syphilis. Against syphilis was the absence of any history of exposure or 
glandular enlargement, and the absence of a primary lesion. On the other 
hand, the appearance of the lesions was in favor of lichen planus. Dr. Golden- 
berg of Mount Sinai Hospital had seen the case, and thought it a toxic erythema, 
possibly of the multiform type and possibly due to phenolphthalein which the 
patient had taken the day before presentation, though no previous history 
had been obtained of taking any drug. It had been the intention to present 
the case as a pemphigoid type of lichen planus, but Dr. Goldenberg dissented. 
Syphilis was apparently ruled out on the clinical findings. The patient also 
had pharyngitis, though that might be due to a cold. 

It seemed an eminently practical case to study, nothing recondite, but 
conditions commonly seen, and a diagnosis very important. 


DISCUSSION 


Dr. WitttAMs: There are lesions at the back of the neck and on the hands 
that look like lichen planus, but the intense congestion and the exudation 
are against that diagnosis. I do not know what evidence of lichen planus 
“we may have later, but so many lesions that have been scratched look lichenoid 
that I should hate to make that diagnosis without further observation. 


Dr. Becnet: The annular formation of the lesions on the back of the 
hands, the presence of an occasional rather shiny papule, and the linear dis- 
tribution from scratching, point somewhat to lichen planus. The fact that 
many of the lesions are vesicular and inflammatory is not against that diag- 
nosis, for it can become extremely inflammatory and vesiculobullous ; however, 
I have rarely, if ever, seen so extensive an erythemato-vesiculo-bullous eruption 
in a frank lichen planus. 

Dr. Howarp Fox: I think it is a case of lichen planus. It is true that 
only a few lesions are at present characteristic lichen planus papules, but in 
a week or two, when the inflammatory condition has quieted down, the diag- 
nosis will probably be plainer than it is now. I recently had a humiliating 
experience in a case very much like this one, in which there was merely a 
suspicion of lichen planus, but in which the true condition became evident 
a week or so later. 

Dr. Kincsspury: I agree with Dr. Fox that the diagnosis will be easier in 
a week or two, for it is impossible to make a definite diagnosis so soon. I! 
would be inclined, however, to rule out lichen planus and consider that more 
likely it is a toxic erythema or a dermatitis medicamentosa. 
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Dr. Fraser: I am inclined to agree that it is an ‘acute generalized lichen 
planus; the serous exudation would not militate against that diagnosis. The 
color of the lesions and the distribution—at least, on the hands—to my 
mind indicate lichen planus. If Dr. Highman keeps the patient under observa- 
tion, he will probably be able to report a positive diagnosis at our next 
meeting. 

Dr. MacKee: The eruption is an exceedingly interesting one and it is also 
confusing. It is the type of eruption that cannot be positively diagnosed 
clinically, even after a careful analysis. Such a case requires observation over 
a week or two. In favor of lichen planus are the grouping of the linear lesions 
and the annular formations. In places, also, in which the inflammation is 
less intense, the papules are flat-topped, more or less polygonal, closely crowded 
into a mosaic, and a few are umbilicated. In such locations the color is rather 
suggestive of lichen planus. The intense itching is also in favor of lichen 
planus. On the other hand, the amount of acute inflammation —the brilliant 
erythema and marked edema — is much greater than I have ever seen in cases 
of lichen planus. It is possible, of course, that the inflammation may be partly 
the result of rubbing and scratching. The majority of papules are large, many 
being as large as a split pea. They have a round base, are obtuse, and con- 
siderably elevated. They give the impression of being caused by edema rather 
than by infiltration. In such a generalized eruption, the absence of lesions 
from the mucosae is somewhat against the diagnosis of lichen planus, as is 
also the sudden development, although the duration is in its favor. If 
dermatitis medicamentosa can be eliminated, I should be in favor of a diagnosis 
of erythema toxicum papulosum as the result of this single observation, but 
I should not be surprised to see the eruption evolve into a typical lichen planus 
eruption in a few weeks. 

Dr. HiGHMAN: The main sides of the question have been stated fairly and 
exhaustively. I share the doubts expressed by Drs. Kingsbury, MacKee and 
others. I was more convinced this morning that it was lichen planus than 
tonight. We have all had the experience of seeing a nondescript acute gen- 
eralized eruption appear, and in a week or two develop the characteristics of 
acute lichen planus. It would be just as rare to find an acute toxic erythema 
multiforme of this type as to find acute lichen planus of this type. The 
exudation, however, is too extensive and too generalized to speak for the 
type of exudation found in lichen planus, etc. It is only fair to hold the 
matter in abeyance, as has been suggested. 


Dr. CrarK: I hope the case will be presented again. 


URTICARIA PIGMENTOSA. Presented by Dr. BEcCHET. 


R. S.. a woman, aged 31, from the service of Dr. Aitken, said that about 
six weeks previously she noticed a wheal-like eruption on the trunk, followed 

few weeks later by pigmentation. When first observed, she had flat pig- 
mented spots scattered over the trunk, both anteriorly and posteriorly, without 
he slightest suggestion of scaling; in spite of a lack of scaling the lesions 
strongly resembled tinea versicolor, but several microscopic examinations of 
scrapings were negative The patient gave a distinct history of repeated 
urticarial attacks. On rubbing the pigmented spots they became markedly 
reddened, and itched considerably, but with no noticeable elevation. There 
was no history of the ingestion of any drugs. There was marked dermo- 

1 


graphism, but on rubbing the spots the redness was confined entirely to 


them and did not spread to the adjacent skin. 
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DISCUSSION 

Dr. Fraser: I hate to accept the diagnosis of urticaria pigmentosa. The 
macular pigmented areas shown might well be an expression of resolution 
in the lesions of an ordinary urticaria or erythema multiforme. This is the 
type of case in which confirmation by histologic examination is necessary in 
order to establish a diagnosis. There is not sufficient evidence on clinical 
grounds to designate the case urticaria pigmentosa. 

Dr. Wise: I would agree with the diagnosis as presented rather than 
urticaria with pigmentation; the pigmentation in the latter is never so sym- 
metrically distributed as here—on both sides of the back and over the spine 
— which is more likely to occur in urticaria pigmentosa than in urticaria with 
pigmentation. For want of a better diagnosis, I would agree with the one 
presented. 

Dr. Howarp Fox: I cannot agree with the diagnosis as presented. I agree 
fully with Dr. Fraser that this is an ordinary pigmentation following some 
inflammatory disease. I was unable to see any urticarial elevation of the 
lesions on friction. Urticaria pigmentosa in adults is a rare condition in 
which the lesions are much smaller, as a rule, than those of urticaria pig- 
mentosa as seen in children. 

Dr. HicHMAN: I do not know that it is always necessary to designate 
such manifestations. The condition does not look like urticaria pigmentosa 
or urticaria with pigmentation. The lesions do not become elevated on irrita- 
tion but become red, as does the rest of the skin. The girl has a skin that 
is urticarial. As Dr. Fraser said, this kind of disturbance can be associated 
with so many eruptions that it seems futile to try to form any conception 
as to what produced the obviously hyperpigmented spots that were due to 
an extravasation of blood in the skin. 

Dr. MacKee: In order to diagnose urticaria pigmentosa, it is customary, 
if not necessary, to have an eruption. When the active wheals subside, a soft 
yellowish or brownish papule remains, which may not be very perceptible, 
but nevertheless is detectable. When these lesions are irritated, a wheal 
results. In the present case, there seems to be nothing but pigmentation. I 
regard the case as representing a pigmented sequela of some profuse cutaneous 
disturbance, which may have been urticaria or any one of a number of 
dermatoses. 

Dr. WiitttaAmMs: Dr. MacKee has stated the case clearly. The patient shows 
flat pigmented macules, but I see no reason for calling the condition urticaria 


pigmentosa. The lesions are not now urticarial, and rubbing produces only 


erythema, not elevation. 

Dr. Becuet: The patient gave a distinct history of repeated urticarial 
attacks. On rubbing the pigmented spots they become reddened and _ itch 
considerably. This redness does not spread to the adjacent normal skin, so 
that it cannet be ascribed to dermographism. Repeated microscopic examina- 
tions for tinea have been negative. There is no history of the ingestion of 
any drugs. In recapitulation: we have, in a patient with a history of chronic 
urticaria, pigmented patches which become reddened and itch on irritation. 
This, in my opinion, is strong presumptive proof of the correctness of the 


diagnosis. 
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SyNovIAL LESIONS ON THE Jotnts. Presented by Dr. WILLIAMs. 


I. B., a woman, aged 42, presented on the terminal articulations of the 
7 
I 


right hand, rounded fluctuating swellings, of three years’ duration. Within 
two days, a fluctuating swelling had developed over the second phalanx of 
the ring finger of the left hand. 


DISCUSSION 


Dr. Howarp Fox: It is the first case of multiple synovial lesions I have 
ever seen. I agree with the diagnosis. 

Dr. MacKee: The case is one of particular interest because of the multiple 
lesions and also because of lesions in various stages of evolution. It is now 
possible to state that the lesions develop slowly instead of appearing rather 
suddenly. Still another interesting feature is an apparently cystic lesion that 
is developing over a tendon. It will be instructive to watch the development 
of this lesion and ascertain whether it acquires the clinical characteristics of 
the lesions situated over the articular surfaces. 

Dr. HiGHMAN: We will await the further history of the case with interest. 
I have seen a case in which the lesion developed over a tendon. We do not 
know what the origin of these synovial lesions may be, but if they do develop 
over the joints, as has been mentioned, it would be interesting to determine 
whether they have a syphilitic origin. That, together with a roentgen-ray 
study of the case, would be instructive. 

Dr. MacKee: Several years ago I made a careful roentgenologic exami- 
nation of several cases of synovial lesions. In each instance, the lesion 
appeared to be connected with the articulation. Lateral views showed the 
shadow of the cyst extending at least to the joint. In one case the excision 
was not complete. In the second case, the entire lesion was carefully removed 
by a surgeon, who was able to follow the lesion to the capsule of the joint, 
where he lost its identity. The wall of the cyst seemed to be continuous 
with the capsule of the joint, but there did not seem to be any direct connec- 
tion with the articulation. Under the microscope, the lesion was a cyst. We 
were unable definitely to determine the origin of the fluid. 

Dr. HiGHMAN: Was the lining of the lesion synovial membrane? 

Dr. MacKEE: We thought we found endothelial cells or nuclei in the 
wall of the cyst. Unfortunately, we could not be absolutely certain about this. 

Dr. HigHMAN: If there is no communication with the joint, these lesions 
may be due to synovial remains in the deeper tissues, and coming later in 
life it would make the process in these synovial cysts analogous to benign 
cystic epithelioma, only of a different type. 


ULERYTHEMA OPHRYOGENES. Presented by Dr. WILLIAMs. 


G. S., a woman, aged 62, presented lesions on both eyebrows, of ten years’ 
duration. The skin in and above the eyebrows was studded with tiny scars 
and with small points of inflammation. No pustules were visible. She was 
a native of Kovno, Russia, a flat region. 


DISCUSSION 


Dr. MacKEE: I agree with the diagnosis. The unusual feature was the 
fact that the disease was continuous from the outer end of one eyebrow across 
the glabella to the outer end of the other eyebrow. 





5644 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Dr. CLarK: I presented one case before the Society, that of a boy, 15 
years of age. After trying various local applications, I put him through a 
series of Kromayer light treatments, and after some months the condition 
cleared up. I have seen him occasionally since, and he has not a sign of the 
trouble left. 


Dr. WitttAMs: I would protest against the name. It is the bane of 
dermatology to give so many names to the same condition that occurs some- 
where else. It is simply a destructive folliculitis. Dr. Clark’s history of 
curing a patient with the Kromayer light is interesting, for in my own experi- 
ence the Kromayer light will cure almost any case of folliculitis, but whether 
the patient will remain cured is another matter. 

Dr. Howarp Fox: I agree with Dr. Williams about the name, and inci- 
dentally call attention to the fact that it is often mispelled and frequently 
mispronounced. 


A Case ror D1raGNnosts — Lupus EryTHEMATOSUS CONFINED TO THE LIPs AND 
MovutH (?). Presented by Dr. Howarp Fox. 


J. M., a negress, aged 45, had first suffered from an abnormal scaling of 
the lips fourteen months prior to presentation. Two months later she noticed 
a “pinhead” sore on the mucous membrane of the cheeks, which had gradually 
increased in extent. There was more or less soreness at all times, especially 
after eating hot food. She did not suffer from any gastro-intestinal disturbance 
and did not smoke or drink. She was the mother of three healthy children. 
She had had one miscarriage. 

Examination showed a whitish scaling of the vermilion borders of the lips, 
extending slightly on the mucous surfaces. There were a few fissures, espe- 
cially on the lower lip. On the buccal mucosa, in the region of the interdental 
clefts, were fairly symmetrical patches, extending from the last molars to 
within a half inch of the corners of the mouth. They were sharply demarcated, 
with slightly elevated borders, and were reddish with a few whitish interlacing 
streaks. There was a central constriction, giving them a dumb-bell appear- 
ance. There were no lesions on the scalp, face, or other cutaneous ‘surfaces. 
The Wassermann test was negative. She was well nourished and seemed 
to be in good general health. 

DISCUSSION 

Dr. WisE: I am more inclined to favor the diagnosis of lupus erythematosus 
rather than lichen planus, but am unable to make a diagnosis of either disease 
without more corroborative evidence of one or the other. 

Dr. MacKEE: We must differentiate between at least three diseases: lupus 
erythematosus, lichen planus and leukoplakia. Leukoplakia is, of course, 
uncommon in the female, but that does not rule out the diagnosis of erosive 
leukoplakia. The eruption is too inflammatory and too erosive for lichen planus, 
and it also lacks the reticulation that is usually seen in lichen planus of the 
mucosa. Lupus erythematosus of the buccal mucosa frequently appears very 
red, perhaps erosive and surrounded by whitish areas that suggest leukoplakia. 
Such is the appearance of the lesion in the present case. These facts, together 
with the dry, scaly condition of the lips suggesting cheilitis exfoliativa, make 
me consider the condition lupus erythematosus. 

Dr. BecnHeT: The woman has a marked scaly lesion over the lower lip; 
the scales seem adherent, and the lesion is somewhat atrophic in the center. 





SOCIETY TRANSACTIONS 565 


These objective symptoms would seem to point to at least a strong suggestion 


of lupus erythematosus. 

Dr. Lane: I agree with the impossibility of making a diagnosis now, 
though I feel that the lesions are probably lupus erythematosus. The lesions 
on the lips are definitely not lichen planus. 

Dr. CLARK: Iam inclined to agree with the diagnosis of lupus erythematosus 
of the buccal mucous membrane; there is a distinct atrophy of the tissues, 
which you might get also in a leukoplakia. The exfoliative character of the 
cheilitis might be part of a lupus erythematosus. I would think it that rather 
than lichen planus. 

Dr. Howarp Fox: I hesitate to make a positive diagnosis of lupus erythe- 
matosus, for it is a rare disease of the mucous membrane. I do not think 
it is lichen planus, as the patches do not have the punctate and reticulated 
appearance of lichen planus of the mucous membrane. I would also exclude 
leukoplakia, which, incidentally, is rare in the negro race and also rare in 
women. The patient is not a smoker, has no history of syphilis, and the 
Wassermann test is negative. I will try to obtain tissue for microscopic 
examination. 


ANGIOMA OF ScrotuM. Presented by Dr. WILLIAMs. 


T. M., a man, aged 73, presented multiple punctate bright red lesions on 
the scrotum. The condition was discovered by accident, the patient having 
been referred to the clinic for ivy poisoning, but on examining the genitals 
these multiple angiomas were discovered. 

At one of the meetings last year, the question of angiokeratoma was brought 
up, and since then many of these cases have been observed. In the discussion 
last year it was brought out that although such angiomas are common, angio- 
keratoma of the scrotum is rare. 


DISCUSSION 


Dr. HIGHMAN: I think there is angioma of the scrotum, but angiokeratoma 
of Mibelli is one thing, and this condition is another. I believe that these 
lesions are pure punctate angiomas, whether due to an inflammatory disease 
or to a regressive change of old age. I think Pospelow was the first to point 
out the difference between the two conditions. 

Dr. MacKee: Angiokeratoma is a combination of angioma or lymph 
angioma and a hyperkeratosis. I can recall lesions of this kind on the 
scrotum. The present case does not resemble angiokeratoma. The lesions 
are probably punctate angiomas of the senile variety. 

Dr. Fraser: I agree with Dr. MacKee that in the absence of hyperkeratosis 
the condition should not be called angiokeratoma. Clinically, the case is 
angioma. 

Dr. Howarp Fox: In my opinion it is simply a case of multiple angiomas 
not uncommon in this locality. 

Dr. WitttamMs: The discussion has been interesting. Angiokeratoma as 
described by Mibelli is an eruption occurring usually on the extremities, espe- 
cially on the dorsal surface of the fingers. The patients were usually girls 
or young women with chilblains or with some other signs of poor circulation. 
Keratosis was always a prominent feature. Then Fordyce described a case 

which the disease occurred on the scrotum, and in some of the lesions at 
least keratosis was slight or absent. Following him, Sutton referred to a 
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series of cases, all on the scrotum, and published a colored illustration which 
might have been made from the patient in the present case. It seems probable 
that the descriptions given by Fordyce and by Sutton have led to the inclusion 
with angiokeratoma of many cases which really are simple angiomas. 


PempuHuicus. Presented by Dr. WILLIAMS. 


R. D., aged 19, was presented before the Society on May 16, 1925, for a 
diagnosis of his condition. At that time he showed circinate lesions with 
bullae, many cloudy or turbid, and the case was submitted with a tentative 
diagnosis of pemphigus, though most of the members thought it was impetigo 
bullosum. For the past year there had been only short periods of entire 
freedom from the lesions, though often they were mild. As now presented, 
the patient shows distinct stains of old lesions and has bullous lesions in the 
pubic hair and on the right anterior axillary fold. I still think that the 
boy will in time have undoubted pemphigus. 


DISCUSSION 

Dr. Wise: I would suggest that a careful examination be made for ring- 
worm fungus. 

Dr. HicGHMAN: I share Dr. Williams’ impression that the condition will 
turn out to be pemphigus. 

Dr. Witttam: I shall be glad to follow Dr. Wise’s suggestion and make 
a careful study for tinea. 


NEW YORE ACADEMY OF MEDICINE, SECTION ON 
DERMATOLOGY AND SYPHILIS 


Regular Meeting, Dec. 1, 1925 


Frep Wisk, M.D., Chairman 


RHINOSCLEROMA. Presented by Dr. Levin. 


T. D., a waiter, aged 28, had suffered from a nose and throat condi- 
tion for four years. About four years prior to presentation he began to 
notice a hardness of the nose. This was followed by gradually increasing 
difficulty in breathing, the nares became smaller, and, more recently, the growths 
on the nose appeared. Perched on the left side of the nose was a large bean- 
sized, elevated, brownish-red, firm growth. Below this and projecting out 
from the nose was a smaller growth, which was shiny and hard. The breathing 
spaces were distinctly narrowed. The soft palate showed irregular and broken 
ulcers and irregular scars. There had been extensive destruction of tissue, and 
the uvula was almost completely destroyed. Hoarseness was pronounced. 
Laryngoscopy revealed the presence of irregular growths and evidence of chronic 
inflammation of and around the cords. 


DISCUSSION 


Dr. Potititzer: It may be worth noting that this patient comes from Galicia, 
one of the regions where this disease is endemic. In this country we have had 
only two or three original cases. The great majority of them here go to the nose 
and throat clinics, and dermatologists see very few of them. As to the treatment 
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of this disfiguring disease, the roentgen rays afford perhaps the best result. It 
was my good fortune to cure (the patient was four years under observation) 
what I think was the first case of rhinoscleroma cured by roentgen rays. The 
patient was presented before this section about fifteen years ago. 


Dr. ABRAMOWITZ: -Were any smears taken for the von Frisch bacillus in this 
case, and were any complement fixation tests made on the patient? 

Dr. Levin: The patient came to the Cornell Clinic two weeks ago, showing 
the condition as presented. A piece of tissue was removed from the throat and 
a laryngoscopy was performed yesterday, but we have not yet received the 
report. A complement fixation test has been ordered. As for the duration of 
rhinoscleroma, I recently saw a case in which the patient was first treated 
about twenty years ago. The patient had done very well under roentgen-ray 
therapy, but returned recently to Mount Sinai showing an ulceration which 
appeared to be malignant and was probably the result of the old radiodermatitis. 

This patient is to receive radium and roentgen-ray therapy. 

MorpHea GutTtaTta (?) LicHeN AtropHicus (?) Presented by Dr. Wavzer for 

Dr. LAPowsKI. 


J. K., a man, aged 47, married, a cloak machine operator, gave no history 
of any infections or other diseases. His condition began two years before 
presentation with white spots on the back of the neck. There was no pain, 
only slight itching. The spots gradually spread over the entire body. He had 
had no treatment for the condition. 

The primary lesions began as tiny follicular white plugs or spines; these 
were especially numerous around the base of the neck. The next development 
was a slight enlargement of the follices, with the production of tiny follicular 
papules the color of the skin. These were also plainly visible in the same 
location. The next stage was a flattening of the papules, the color changing to 
ivory white, with no areola. These lesions were like lichen albus. Then they 
developed into groups, producing patches of various shapes and sizes, whitish 
in color, with an erythematous halo, each of the individual lesions being fairly 
distinct within the patch. The follicular openings within the patch were 
prominent and patent. The border of some of the patches was composed of 
distinct white flat lesions with atrophic centers. The patches were not infil- 
trated and could easily be wrinkled. Many of them were covered with a fine 
white scale, not easily removable. On removing the top of the lesions with a 
pin the surface underneath was found to be white and moist. These patches 
were present around the base of the neck, the upper part of the chest, on the 
abdomen and around the shaft of the penis. The final stage was a depression 
of the lesions, leaving tinty pigmented depressed atrophic spots. Eventually 
the pigmentation disappeared, leaving *only atrophic spots, like morphea 
guttata. No lesions were present in the mouth or on the lips or palm 


DISCUSSION 


Dr. Pottitzer: This is an example of that group of cases which has been 
described under various names. Czilak called it dermatitis lichenoides chronica 
atrophicans, a name which describes very well the lesions clinically. As a 
matter of fact, this group of cases has nothing to do with lichen, and the term 
lichenoides presumably refers only to the fact that there are small flat papules 
it one stage of the disease. It belongs to the great group of scleroderma or 
morphea. I doubt that much can be done in the way of treatment for an 
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extensive case like this, although something might be done with the endocrines, 
as there is some reason to believe that the cutaneous disorder is dependent on 
a disturbance in the function of the endocrine glands. In one case I had a good 
result from the use of thyroid together with systematic friction and a stimu- 
lating ointment, the idea being to increase the circulation in the affected part 
The lesions cleared up, but the process had not been going on as long as in 
this case. 


Dr. Ocus: I agree with the diagnosis of morphea, but do not think any- 
thing can be done for the condition. It has gone on too far. 


Dr. CHARGIN: It may be of interest to recall the fact that several months 
ago I presented before this Society a young lady, aged 23, who exhibited several 
groups of lesions located over the right scapular region which clinically were 
identical with the eruption on Dr. Walzer’s patient. In the course of several 
months, the eruption disappeared entirely, leaving only a faint trace of atrophy. 
The treatment consisted of one-fourth skin units of roentgen rays, and internally 
thyroid at once time and pituitary gland at another. Whether the treatment 
was responsible for the disappearance of the eruption, I am unable to say. 

Dr. Levin: All these cases of scleroderma of various types have been 
interesting to me, for there seems to be a fairly well established connection 
between them and disturbance of the endocrine glands. One of the most inter- 
esting cases was treated by the late Dr. James C. Johnston with large doses 
of pituitary gland extract, as high as 400 grains (26 Gm.) daily. At one time 
we treated all our patients at Cornell with whole gland pituitary extract, but we 
now think it better to combine that with extracts of other glands. We get fairly 
good results with thyro-nucleo-protein and adreno-nucleo-protein. At the 
Montefiore Hospital we see more of these cases than anywhere else, and here 
most of the cases seem to be associated with infection, and many patients have 
arthritis. Of course the best local results are obtained from roentgen-ray 
therapy. These patients should be treated along two lines internally—removal 
of the infection and the correction of the endocrine glands. 


Dr. Wise: I agree with all that Dr. Pollitzer brought out, and also suggest 
that the name lichen atrophicus be deleted from this case when reported, for 
that name would only tend to confuse the reader and prevent our recording these 
cases as lichen albus of Zumbusch or morphea guttata. The name which Dr. 
Pollitzer mentioned, dermatitis lichenoides chronica atrophicans, although 
rather long, seems to be the best at our disposal. A true morphea guttata, as 
the name implies, is a morphea in spots; but the pathology of morphea guttata 
and dermatitis chronica atrophicans is practically identical. In the latter 
eruption we often see many keratotic plugs, as in the patient presented. 


Dr. WatzerR: The case was shown with a questionable diagnosis because it 
was believed that the positive diagttosis on purely clinical grounds was not 
possible. If the patient had shown typical lichen planus papules or patches of 
typical morphea, the diagnosis would be evident. In this case, however, the 
primary lesion was a papule that began around a follicular spine or plug, 
became white, and ended in an atrophic spot. Clinically, it could very well fit 
in as a case of lichen atrophicus; but the literature shows a number of cases in 
which the clinical picture was that of lichen atrophicus but the histology was 
that of morphea guttata; in other words, the diagnosis of such cases could be 
made only on the histology. The section must be taken from a primary lesions, 
since both conditions end in atrophy. A diagnosis of dermatitis lichenoides 
chronica atrophicans was suggested by several of the members. A number of 
cases have been reported by Czilak, Hallopeau and others, in which clinically 
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the case resembled lichen artrophicus, but which histologically were neither 
lichen atrophicus nor morphea guttata, Czilak described his case as dermatitis 
lichenoides chronica atrophicans as the best term he could aply to a group of 
such symptoms, since it was neither lichen nor morphea guttata. It is my 
opinion that these cases so described were either atypical forms of lichen planus 
or morphea guttata, or that sections for histe logic study were not made from 
the proper lesions—that the histologic pictures so described were intermediate 
stages of the development of the disease. However, since no histologic sections 
have yet been made of the case shown, I do not see how it can be definitely 
diagnosed. 


SKIN MANIFESTATIONS FROM ARSENIC. Presented by Dr. Oscar L. Levin. 


T. B., aged 45, a machinist, married, had had psoriasis for twenty years. He 
had had primary and secondary syphilis fifteen years prior to presentation. 
Following infection, he received ten intravenous injections of arsphenamine 
as well as mercury inunctions, and had received arsenic by injection and by 
mouth for several years. 

The trunk presented scattered hyperkeratotic papules, small and large scaly 
plaques and patches, and on the right side of the chest there was a quarter- 
dollar sized, irregularly round, flat, scaly, red patch, showing the unusual feature 
of atrophy. The palms and soles were thickened and presented several elevated, 
hard, scaly papules. On the left cheek there was a bean-sized, oval, scaly 
lesion. elevated and having a scaly border. This, when excised, showed basal 
cell epithelioma. On the outer aspect of the left arm there was a quarter-dollar 
sized, red, moist, epitheliomatous lesion covered by a thick crust. The right 
side of the neck showed another basal cell epithelioma. The right leg pre- 
sented a large, deeply excoriated ulcer, which was moist and healing under 


soothing applications. Lesions of psoriasis were present on the extremities. 
The Wassermann test of the blood was negative. 


DISCUSSION 


Dr. PoLttitzer: I take this opportunity to utter a warning against the 
putting of arsenic into the hands of a patient—say in the form of solution of 
potassium arsenite (Fowler’s solution)—with the risk that he will continue 
taking it, with the distressing results shown in the two cases presented. Every 
case of that kind should impress on us the danger of the uncontrolled employ- 
ment of arsenic over a long period. 

Dr. WitttaMs: I wish to second Dr. Pollitzer’s remarks about the danger 
of the continuous use of arsenic in the hands of a patient. Last summer it was 
my fortune to see a woman who had some itching dermatitis, for which 
arsenic had been prescribed by a general practitioner, with all the warnings 
against various untoward symptoms—cramps, etc., but no warning against 
pigmentation or keratosis. When I saw her she presented very much the 
same picture as those shown by the patients presented, but no epithelioma. 
She had one other feature, a dry hacking cough which had come on after 
taking the arsenic, and which disappeared when the arsenic was stopped. 


SKIN MANIFESTATIONS FROM ARSENIC INGESTION: EPITHELIOMA OF FINGER CURED 
BY RoENTGEN-RAY AND Rapium THERAPY. Presented by Dr. Oscar L. Levin. 
M. D., aged 35, an elevator operator, married, had taken arsenic by mouth 
tor a chronic, itchy skin eruption, over a period of eight years. When he first 
applied for treatment he showed, besides the lesions for which he was presented, 
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other lesions indicative of dermatitis herpetiformis. In spite of all advice and 
warnings, he still persisted in taking some of the drops to relieve his old 
eruption. 

The whole body was covered by a generalized eruption of small and large 
tan and brownish-black macules. Scattered here and there were lentil-sized 
to large pea-sized smooth and rough, scaly papules. The palms and soles 
showed marked thickening and horny scales. There were also numerous dis- 
crete, hard, rough, scaly hyperkeratoses. . The buccal mucosa showed larg 
grayish-white patches and plaques. On the inner aspect of the leit thuml 
near the base was a healed, deep, scared lesion. This was originally the sit 
of a quarter-dollar sized deep, irregular ulcer that had yielded to deep roentgen- 
ray therapy and the application of 3,000 millicurie hours of radium. 

Examination of tissue from the ulcer showed squamous-cell carcinoma. 


DISCUSSION 


Dr. ANbDREWS: I treated the patient with epithelioma of the finger at the 
Memorial Hospital, giving him 3,000 millicurie hours of radium at a distance 
of 1 cm.; he also received roentgen-ray treatment. He was still taking arsenic 
when seen recently, and insisted that it was the only thing that relieved thx 
itching. He probably first took it for Duhring’s disease, but the arsenic itseli 
produces itching, and at present he has a very few lesions of Duhring’s disease 

Dr. ABRAMOWITZ: What preparation is he taking? 

Dr. Levin: He took arsenical injections for a time, and has been taking 
Asiatic pills for years. 

When the patient first came to the Cornell clinic, he showed these manifesta 
tions of arsenic ingestion and also the excoriated lesions of dermatitis herpeti- 
formis. He was sent to the General Memorial Hospital and was there given 
roentgen-ray therapy in the right axilla and also for the growth on the right 
thumb. This was followed by an application of 3,000 millicurie of radium. He 
insisted on taking arsenic, even when he came to our clinic. I do not believe, 
however, that the itching eruption is due to the arsenic. I think the patient did 
have dermatitis herpetiformis and that lesions of that disease are still present. 

The other patient, the one with psoriasis, still shows patches of psoriasis 
on the right leg. One of the unusual signs of arsenical dermatitis is the atrophy 
on the right side of the chest. Some of the lesions resemble those of Bowen’s 


disease. 


PsortaAsis IN PatcHes. Presented by Dr. CHARGIN. 


P. S., a man, aged 61, a roofer, came to the clinic because of recently) 
developed patches of eruption on the back of both hands, which were diagnosed 
as eczema. In the course of the general examination it was discovered that 


the patient’s body was covered with an eruption lacking the character of a1 
eczema. This eruption was especially marked on the chest, back and upper 


arms. It was superficial in character, dry, slightly scaly, and the skin was 
not infiltrated. Most of the eruption was round, but there were numerous 
lesions that were linear. The margin of the eruption was sharply defined 
against the normal skin. The color was brownish. The patient denied knowl- 
edge of the general eruption, and its duration could therefore not be ascertained 
There were no subjective symptoms. In addition to the eruption, the patient 
showed many fibromas of varying sizes scattered over the entire body. 
The diagnosis was accepted without discussion. 
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PHENOLPHTHALEIN FIxEp Eruption. Presented by Dr. CHARGIN. 


Mrs. K. F., aged 56, a housewife, first suffered from an attack of “skin 
trouble” three years prior to presentation. Since then she had had many attacks 
similar in character to the first, the eruption always appearing in the same 
areas previously involved, in addition to the appearance of new ones. At 
the time of presentation the attack exhibited was of five days’ duration; the 
eruption was present on both forearms, the upper part of the chest and around 
the mouth. The lesions were macular, and varied in size from patches half 
an inch (1.2 cm.) in diameter to others 3 inches (7.5 cm.) across; as presented, 
they were reddish, with the usual brownish pigmentation observed in the fixed 
type of phenolphthalein eruption. The patient denied taking any drugs. 

Note.—The day following presentation the patient was given two tablets 
of Ex-lax. Twenty-four hours later he returned with an acute exacerbation 
of the eruption in the old areas and, in addition, numerous new lesions. Some 
of the patches were from 5 to 6 inches (12.7 to 15.2 cm.) across. 


DISCUSSION 


Dr. ABRAMOWITzZ: I do not agree with a suggestion made by Dr. Chargin 
that antipyrin produces this type of eruption. There is more edema and less 
pigmentation than from antipyrin. It is not unusual to obtain a negative 
history from patients with drug rashes. It also happens occasionally that the 
administration of a test dose of the suspected drug does not cause a recurrence. 
It was for these reasons that difficulty was experienced in interpreting the 
rashes that were due to phenolphthalein when I wrote the first article on this 
subject seven years ago. In the case reported in the Medical Times, the 
phenolphthalein produced the most profuse and marked pigmentary plaques, 
which finally disappeared. A relapse occurred three years later from some 
chewing gum that the patient took, unaware that the gum contained phenol- 
phthalein (gum laxative). 

Dr. Levin: I do not understand why Dr. Abramowitz makes a positive 
statement that antipyrine does not produce this type of eruption. Antipyrine, 
quinine, phenolphthalein and arsenic may produce lesions resembling each other. 


Dr. Wise: I also was under the impression that antipyrine would produce 
an eruption indistinguishable from that caused by phenolphthalein. Dr. Fordyce 
had a photograph of an antipyrine eruption which we all took for one caused 
by phenolphthalein; it turned out to be a true antipyrine eruption which we 
could not distinguish from an ordinary phenolphthalein eruption; the photograph 
was obtained in the days before phenolphthalein had been introduced as a 
cathartic, so that I think the two drugs (antipyrine and phenolphthalein) 
might produce an identical eruption. 

Dr. Potititzer: While I have had little experience with either of these 
forms of drug eruption, it is my impression that an antipyrine eruption is 
different from the beginning in that it is far more inflammatory, red and 
edematous. After it has been present for some time, the pigmentation becomes 
the dominant feature, and after it has been present for a few weeks there 
is no appreciable difference between it and a phenolphthalein eruption. I think 
that is the difference between the two eruptions. Some of the members present 
have had much more experience than I (it is in the public clinics that the 
cases of phenolphthalein ingestion are most frequent), and I should be glad to 
have my impression corrected or confirmed. 
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Dr. Levin: As to phenolphthalein and its various eruptions, it is said 
that it may even produce a bullous eruption. 

Dr. CANNON: I think that the eruptions caused by phenolphthalein, anti- 
pyrine, and arsphenamine are identical at all stages. I have had occasion to 
observe these eruptions from their initial appearance and have never been able 
to distinguish one from the others. 


Dr. PAROUNAGIAN: I take exception to Dr. Cannon’s remark about arsphen- 
amine. I have never seen an arsphenamine eruption like the one presented. 
To me this case suggests a phenolphthalein eruption. I do not think we get 
that mahogany color with antipyrine or any other drug. I have seen a 
great many cases of arsphenamine dermatitis and I see no similarity to 
phenolphthalein dermatitis. 

Dr. ABRAMOWITZ: Antipyrine and its derivatives produce eruptions that 
might appear after any other drug. These eruptions are usually generalized, 
and may resemble measles, scarlet fever, urticaria and purpura. The special 
characteristics of antipyrine rashes are localized lesions, usually few, appearing 
as bullous lesions in the mouth and on the genitals and as nodose and 
erythematopigmentary fixed eruptions on the skin. The eruption in this case 
is of the erythematopigmentary type, hence the resemblance to antipyrine; but 
the antipyrine plaque is more edematous and the pigmentation is less persistent, 
the patches being fewer. As a final proof, it would be necessary to give the 
patient a test dose of either drug and note which brings out a relapse. It 
is impossible to differentiate the fixed eruptions on the skin that are produced 
from phenolphthalein and the arsphenamines. 

Dr. CHARGIN: In my experience, the fixed eruption that occurs as a result 
of arsphenamine, antipyrine and phenolphthalein are identical in their occurrence, 
distribution, course and involution. I have had occasion to watch the develop- 
ment and course of the fixed type of eruption following arsphenamine three 
times, and have reproduced the eruption in all three patients. In each the 
entire course differed in no wise from that observed in the case of phenol- 
phthalein. My experience with the fixed eruption produced by antipyrine is 
limited to a single case; in this instance the patient developed a single lesion 
and, clinically at least, it was the counterpart of the eruptions observed 
following arsphenamine or phenolphthalein. 


ANNULAR PIGMENTARY SYPHILODERM: SYPHILITIC ALOPECIA: CONDYLOMATA 
ANI, Etc. Presented by Dr. PAROUNAGIAN. 


Mrs. Mary B., aged 40 (previously presented before the Section in May, 
1925), had a condition diagnosed as secondary syphilis at the earlier presenta- 
tion; but the pigmentation, which was extensive, was believed to be due to 
phenolphthalein and occasioned considerable discussion. To settle this question, 
she was treated with neo-arsphenamin and mercuric salicylate injections, under 
which treatment the lesions completely disappeared. Antisyphilitic treatment 
was administered from May 13, 1925, to August 28, inclusive. 

While she was in the tuberculosis ward, phenolphthalein was administered, 
to determine whether she would develop similar discolorations, the dates and 
amounts being as follows: July 15, 1925, 3 grains (0.19 Gm.); July 26, 27. 
28, 29, 30, 31, 1 grain (0.06 Gm.); August 2, 3, 4, 1 grain. No recurrenc: 
was noted. 


DISCUSSION 


Dr. PottitzerR: I am not familiar with a primary syphilitic pigmentatio: 
of the nummular character shown in this case, and for that reason when | 


T 
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saw the case a few months ago I maintained that the pigmentation was 
probably due to something else — possibly phenolphthalein. The fact that the 
pigmentation disappeared while the patient was under treatment for syphilis, 
does not prove that it was not due to phenolphthalein. It is notorious that 
the syphilitic hyperchromias do not respond to antisyphilitic treatment. 


Dr. PAROUNAGIAN: I cannot add anything to the history, but I want to 
eliminate phenolphthalein rash, for after receiving antisyphilitic treatment, we 
gave the patient phenolphthalein several times without the appearance of the 
eruption, as was stated in the history. 


CHLOASMA CURED By ENDOCRINOTHERAPY. Presented by Dr. Levin. 


Mrs. P. E. (previously presented at a meeting of the Manhattan Dermatolog- 
ical Society, April, 1924), aged 45, a designer for magazines, developed brown 
spots on the face four and a half years prior to presentation. Three years 
ago, she appeared at the Cornell clinic with brownish pigmentation in patches 
on the lower half of the face and on the neck. When presented in April, 1923, 
the opinion was expressed that the pigmentation was caused by cosmetics. 
She persisted in their use, however, and began to take mixed gland extract. 
Aiter one year, the pigmentation disappeared, she feels stronger, does not tire, 
and her whole expression has changed. The thyroid gland is enlarged. 

A photograph was submitted, showing the pigmentation when the patient 
was first presented. 

DISCUSSION 

Dr. Wise: At the time the patient was first presented I thought the 
pigment was due to cosmetics. 

Dr. McCarrerty: Some months since I saw a woman with chloasma. She 
was referred to a colleague for examination, who found a fibroid of the uterus. 
This was removed, and soon afterward the chloasma cleared up. 

Dr. Simpson: Dr. Levin should be congratulated on presenting this case. 
lhe question is one of control in these cases. Without controls, how are we 
to know that our results are due to any particular drug? We have all seen 
cases that disappeared at one time or another under various therapeutic 
measures. The giving of pluriglandular extracts seems more popular in your 
city than in Washington. Recently, in Washington, we had an authority of 
this subject, Dr. A. J. Carlson, Professor of Physiology in the University 
of Chicago, to whom we gave an evening for the discussion of this glandular 
therapy. He said that we are led astray by our results in these cases that are 
not properly controlled. He had controlled his cases at the University of 
Chicago, and had made animal experiments with all the various extracts from 
the ductless glands, and his experience was that thyroid extract was the only 
glandular extract that had any effect when given by mouth. I think that 
these cases of chloasma—some of which we cannot cure by any means, and 
others which disappear when some gynecologic operation has been performed 

are interesting because it leaves us another class of cases which accidentally 
disappear under treatment with almost any kind of drug. 

Dr. Levin: When first shown, the patient presented a deep brown pigmenta- 
‘tion, was tired out and took no interest in anything. She had a prominent 
thyroid gland, and was a sick woman. We thought for a while that the 
condition was due to the use of cosmetics, but she continued using them; 
she was given thyroid extract to start with, and her general condition began 

improve; the expression of her face began to improve, and the thyroid 
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prominence disappeared. At present, she is taking a combination of thyroid, 
pituitary and ovarian gland extract, she is like a different person. 


EXTENSIVE PAPULOSQUAMOUS SYPHILID (PsorIASIFORM DISTRIBUTION). Pre- 
sented by Drs. PAROUNAGIAN and Mason. 


C. M., aged 29, married, admitted an extramarital exposure, about three 
months prior to presentation. He did not recall having had a chancre, although 
on examination a healed chancre was detected at the left of the frenum, and 
there was cartilaginous induration at the coronary sulcus which the patient 
had not noticed before. He said that his eruption appeared about six weeks 
before, and that it did not itch. 

The eruption was profuse on the scalp, face and extremities, being more 
marked on the extensor aspects. The lesions were scaly and closely resembled 
psoriasis. There were numerous patches in the throat, and split-pea sized 
papules at the angles of the mouth. He gave a history of his wife having a 
generalized eruption shortly before his eruption appeared. Blood for a Wasser- 
mann test was taken in the afternoon. 


Fipro-ANGIOMA— SARCOMA (?). Presented by Dr. Wyeru for Dr. JERomr 

KINGSBURY. 

Ruth A., aged 5, previously presented, May, 1925, at birth was normal with 
the exception of a black mark on the posterior half of the scalp, the size of 
a silver quarter-dollar. On June 27, 1925, the growth was excised by Dr. 
Wyeth with the endotherm knife. Metastatic glands of the neck were coagulated 
at the time of operation and left in situ. 


DISCUSSION 

Dr. Stmpson: It is an excellent result. I think I saw the little girl here 
last spring. I have been wondering whether the enlarged glands in the neck 
were not pyogenic rather than metastatic from the scalp tumor; also just 
how much sarcoma there was in the lesion. If it were a sarcoma I doubt 
that the result would have been as perfect as it is, and if coagulation of a 
regional iymph gland which had become sarcomatous, whether it would have 
healed as perfectly as it has in this case. 

Dr. Potititzer: I should not have believed that any method of treatment 
would have given such an excellent result. As to the question of the sarco- 
matous nature of the tumor, I have grave doubts. The diagnosis of fibrosarcoma 
under the microscope is often somewhat questionable. The pathologist calls 
conditions sarcoma which clinically do not answer that description. I do not 
think the glands in the child’s neck were metastatic; they were simply inflam- 
matory reactions resulting from little injuries to the tumor. The lesion was 
a nevus of unusual form and dimensions, and I do not think there is any- 
thing to be feared from a recurrence, so far as* malignancy is concerned. 


Dr. CANNON: I presented the case at a previous meeting of the Section 
as a fibroid nevus. I had removed sections of tissue from the scalp and sub- 
mitted the tissue to several pathologists, all of whom agreed that it was a 
fibroid nevus of the scalp. A cervical gland was removed on two occasions, - 
and the sections showed only simple inflammatory tissue. 


Dr. ANDREWS: This is a nice local removal, but I should be careful about 
accepting it as a cure of a malignant condition. The case is not a cure of 
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cancer. The condition was probably benign. If it was malignant, several 
glands are still palpable in the neck. 

Dr. Wise: In a German article, I believe by Friboes, the author describes 
these lesions under the name of turban-like epithelioma or turban-like endo- 
thelioma or cylindroma. Many pathologists claim that there is no such thing 
as endothelioma, but this author believes that all of these turban-like growths 
are endotheliomas. He does not say that they are sarcomatous. I would 
never consider this a sarcoma from the clinical standpoint nor from the 
histologic picture. 

Dr. WyetH: When I was asked to operate on the case, I was loath to 
attempt such a big undertaking, particularly as the patient had been refused 
surgical interference in three New York Hospitals. Three points of great 
danger in the case were shock, hemorrhage and active dissemination. By 
means of the endotherm knife we cut off the lymphatics and smaller blood 
vessels, thereby reducing dissemination and hemorrhage; and by capping off 
the afferent nerves as we cut through them we greatly reduced the element 
of shock. The other point, about the glands in the neck: They were coagulated 
by the bipolar endothermy in situ, and left to be absorbed. 


CEREBELLIFORM MELANOMA OF SCALP. Presented by Dr. WyerTu. 


N. M., a woman, aged 27, a secretary, had had a small tumor since childhood, 
which became active and grew rather rapidly during the year prior to excision. 
On March 26, 1925, under local anesthesia, the tumor was excised without 
hemorrhage by means of the endotherm knife. The wound was immediately 
sutured and heaied by primary union. To date there has been no dissemination 
or recurrence. 

DISCUSSION 

Dr. PoLititzEr: I do not like the name of melanoma; that means a melanotic 
carcinoma, and this was not a case of that condition. This young girl had a 
nevus. The tumor had not grown. She said it had been there as long as she 
could remember, and its growth had merely kept pace with her own growth. 
The nevus was more or less pigmented. In the photograph, the picture is 
that of a nevus and no great amount of pigment is apparent. I simply wish 
to protest against its going on record as a melanoma in a woman aged 27, 
cured by endothermy. The result of the operation is very nice, and again we 
offer our congratulations to the operator, but let us not call it a melanoma. 

Dr. WyetH: The case is not presented as an example of cure in any sense 
of the word, merely as excision having been performed two years ago on 
March 25. I shall not quarrel about the pathology. All I can say is that I 
operated in the first case under the impression that it was a congenital nevus, 
as Dr. Cannon had diagnosed. The diagnosis came from the pathologist of 
the hospital when the specimen was sent to him. As to the photomicrograph, 
Dr. Ewing selected this particular location. The melanoma that I presented 
was presented with Dr. Ewing’s diagnosis, and I cannot dispute him. 


lINEA UnGuium (?)—Dystropuy or Natrs (?). Presented by Dr. Oscar L. 
LEVIN. 


J. J., an unmarried woman, aged 17, had had the condition presented for 
one year. The nail of the right index finger became dry and friable. The 
condition gradually involved all the nails of the fingers and toes. The nails 
were very dry, greenish-yellow and yellowish-white, scaly, broken and ragged. 
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There was no inflammation of the skin around the nails. No evidence of ring- 
worm was present anywhere else on the body; the scales showed no mycelia 
nor spores. 

DISCUSSION 


Dr. PoLtitzeR: These cases of trichophytic infection of the nails of the 
hands and feet are seen sufficiently often to leave no question of their occur- 
rence, though they are rare. It is remarkable that the infection should be 
limited to the nails, and that all ten nails on the hands and the feet should be 
affected, and that the process should extend in a relatively short time from 
one nail to all the others. This fact speaks strongly in favor of a variety 
of fungus that has the peculiarity of selecting the hard horny tissue of the 
nail rather than the general surface. I should consider that an opportunity 
for research work in the study of the fungi. 

Dr. ABRAMOWITZ: I am sorry I cannot agree with Dr. Pollitzer, for the 
simultaneous involvement of all the nails of the fingers is against the diag- 
nosis of tinea. There is no history of paronychia and the skin around the 
nails is now normal in appearance. Even if some fungus were found, the 
question of the diagnosis would still be in doubt. I had an experience not 
long since with a young woman who has all her finger and toe nails involved. 
Numerous examinations for tinea were negative. The removal of the finger 
nails brought about slight improvement only. She finally developed a tuber- 
culous adenitis of the neck, and the condition of the nails was probably due 
to her constitutional ailment. I am inclined to believe that Dr. Levin’s patient 
had a dystrophy of the nails from some constitutional cause. If the nail 
condition had been present for a long time (several years), it would be pos- 
sible for all the nails to be affected and the diagnosis of tinea entertained 
Such is not the history in this case. (Adamson, Darier [Pollitzer], Stelwagon, 
Kingery, and Thienes, among others, agree that it is rare for all the nails to 
be involved, that some amount of paronychia is usually present, and that there 
is some involvement on other parts of the hands and feet or some other part 
of the body at one time or another.) 

Dr. CANNON: I am inclined to agree with Dr. Pollitzer as to the diagnosis, 
and I also think it singular that the nails alone are involved. It is interesting 
to note that many cases of dermatophytosis of the nails and hands are so 
frequently associated with a hyperhidrosis and occur usually in persons who 
are affected with seborrhea. The perspiration is generally distinctly acid in 
reaction. 

Dr. ANprEWs: I am inclined to agree with Dr. Abramowitz. It does not 
seem proper to exclude ringworm of the finger nails because all of the finger 
nails are involved. Last year a saleswoman came to me with a history ot 
having been to a manicure shop, followed three days later by the onset of 
paronychia about all the nails. Thereafter the nails became deformed -and 
some dropped off. Cultures taken six weeks after onset showed ringworm 
fungus from several of the nails. This case was cured by roentgen-ray therapy. 
Kingery and Thienes report prevalent mycotic paronychia among the canners 
of fruit in Oregon. In these cases the organisms were yeastlike. Last year 
Dr. MacKee and I had two cases in which cultures revealed oidia similar to 
the thrush fungus. Recently I have had another case of this nature, clinically 
resembling the ordinary ringworm of the nails. On questioning this patient 
it was learned that she worked in a restaurant and peeled fruit most of the day 

Dr. Wise: When I first saw the case I thought it could not be anything 
else than ringworm, and I still think so. The point brought out by Dr. Pollitzer 





SOCIETY TRANSACTIONS 577 


that the skin about the nails is not affected is not against the diagnosis of 
ringworm. I think it is a fungus disease, though possibly not ringworm. 
Only one examination has been made for fungus, and taken from one nail. 
That is not enough; it should be taken from all the nails until the fungus 
is found. I have little doubt of the diagnosis of ringworm. 


Dr. Pottirzer: I have now under observation a case the exact counterpart 
of this case in that all the finger and toe nails are affected in the same way. 
I had made a preliminary examination for fungus, without success. I then sent 
the patient to Dr. Hopkins who is particularly expert in this kind of exam- 
ination, and he reported and subsequently demonstrated to me the ringworm 
fungus abundantly present in scrapings from the nails. Failure to find the 
fungus often depends on the examiner. I think we must definitely accept the 
occurrence of a trichophytic affection strictly limited to the nails. 


Dr. Levin: When the patient first came to the clinic, three diagnoses were 
considered —psoriasis of the nails, ringworm, and dystrophy due to some general 
condition. She showed no evidence of psoriasis anywhere on the body; the 
nails are greenish yellow or white, they are not stippled, and are more friable 
and broken than as occurs in psoriasis. Psoriasis has been excluded. The 
ringworm examination was negative. There has been a gradual involvement 
of all the nails, with no involvement of the skin around the nails or anywhere 
else. An unusual manifestation is the absence of any kind of infection or 
eruption of the webs of the toes, as one would expect if it were tinea. I 
have not made a positive diagnosis, but I believe it fits in with the group of 
cases in which the presence of an intestinal intoxication seems to produce a 
dystrophy of the nails. I have watched these cases clear up under simple 
hygienic measures and intestinal therapy. In one case there has been a 
recurrence when the patient let up on her dietetic regimen. 


Oscar L. Levin, M.D., Secretary. 


MINNESOTA DERMATOLOGICAL SOCIETY 
Meeting of Dec. 2, 1925 
Pau O'Leary, M.D., Presiding 


RAYNAUD’s DisEASE. Presented by Dr. SweEITzeEr. 


A woman, aged 29, complained of stinging pains in her fingers. The skin 
was somewhat thickened. When the hands are placed in cold water the skin 
becomes bleached and the fingers become cold and numb. The condition has 


been present for the past year. The toes were not involved. 


DISCUSSION 

Dr. Sweitzer: There is a possibility of beginning scleroderma or Ray- 
naud’s disease. The patient has some lesions that looked as though Raynaud’s 
disease might be considered. Some of the lesions look as though they might 
become necrotic. The patient probably will develop scleroderma later. I saw 
her today for the first time. 

Dr. Micnetson: I recently had occasion to investigate rather extensively 
the literature on scleroderma, and I found that some cases began as Raynaud’s 
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syndrome and later became definite sclerodermas. The roentgenograms might 
be of some benefit, for in scleroderma there is a dissolution of the terminal 
phalanx in long-standing cases. 

Dr. FREEMAN: I would suggest diathermy treatment. I had a case which 
resembled this one, and had very good results with diathermy. At least it 
relieved the pain. 

Dr. O'Leary: It is difficult to distinguish an early Raynaud’s syndrome 
from a sclerodactylia. The resemblance has been noted for many years and 
internists have made this error more frequently than dermatologists. If there 
is an associated scleroderma, the diagnosis of sclerodactylia is less difficult, but 
if the fingers only are involved, clinical differentiation at the first examination 
is impossible. In collaboration with Dr. George Brown, a systematic study of 
the capillaries of these two complexes, in addition to the other obstructive 
vascular diseases, were made. Although we have not as yet reached the point 
where we are able unhesitatingly to differentiate the two syndromes, there is, 
nevertheless, a distinguishable difference in the capillary picture of the diseases. 
It is frequently found that Raynaud’s complex is associated with secondary 
pseudosclerodermatous changes limited to the fingers and hands. I believe 
the patient presented belongs in this group, but only further observation and 
studies of the capillaries would permit of a definite diagnosis. 

Dr. Butter: I have seen a patient who had been treated as Raynaud's 
disease for some time. The patient presented typical scleroderma on other 
parts of the body which had not been observed. 


ANGIOKERATOMA OF THE TONGUE. Presented by Dr. MICHELSON. 


A girl, aged 5, whose mother said that the tongue had been abnormal since 
birth, on examination was found to have numerous warty, purple projections 
about the edges of the tongue. There were similar projections on the under 
anterior surface. The projections apparently were made up of a loop of blood 
vessels with a warty tip. 

DISCUSSION 

Dr. MICHELSON: This case is identical with a case of angiokeratoma of the 
tongue which was recently reported in the Dermatologische Wochenschrift. As 
far as I know, no other cases of angiokeratoma of the tongue have been 
described. 

Dr. ARMSTRONG: I would suggest using a very fine cautery point. I do not 
think the electric needle can be used as it would be too painful. 


URTICARIA PIGMENTOSA. Presented by Dr. FREEMAN. 


Baby E., aged 3 months, was a well nourished and an apparently normal 
infant except for a skin eruption of pigmented chamois brown macules and 
papules, which was present at birth and which had remained about the same 
to the present time. It covered the entire body, face and head. The father, 
mother and baby all had negative Wassermann reactions. 


DISCUSSION 
Dr. Butter: A man had had a classical case of urticaria pigmentosa. 
There were many mast cells. The patient stopped me on the street a few 
days ago and said that his eruption was all gone. On questioning, the man 
said he had had an operation for exophthalmic goiter, and the urticaria pig- 
mentosa had completely disappeared. 
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AcropyN1IA. Presented by Dr. SwEITzer. 


W. O., aged 2 years, was brought into the hospital, Nov. 24, 1925, with 
erythematopapular eruption and excoriations on the chin, abdomen, back and 
buttocks, and an erythema and swelling of the hands and feet. This had begun 
in June, 1925. The tonsils had been removed about two months previous to 
his entrance to the hospital, i. e., in September. 


DISCUSSION 


Dr. Sweitzer: This patient is not my patient, but I brought the child here 
so that Dr. Butler could discuss the case. The case looks like acrodynia, with 
rubbing of the hands, itching, etc. 

Dr. BuTLeR: The first report of these cases was made by Bilderback, who 
during the past ten years collected a series of a dozen cases and published them 
as “A Group of Cases of Unknown Etiology and Diagnosis.” Probably not 
more than 100 cases have been reported in this country. In going through the 
literature, however, I found that Swift of Australia first recognized this disease 
as an entity, and he named it “erythroedema.” I reported a case of this as 
erythredema and not as acrodynia. Most of the members present observed that 
case. True acrodynia was first epidemic among the French soldiers when 
hundreds of soldiers were attacked. The symptoms were different than those 
appearing in erythredema, which is confined to children, and were rather sug- 
gestive of arsenical intoxication, although swelling of the feet and hands 
appeared. 

The symptoms were striking: (1) mental irritability, (2) loss of weight 
and appetite, (3) swelling of the hands and feet, (4) pain, (5) anorexia and 
sweating, (6) photophobia. The swelling of the hands and feet is absolutely 
diagnostic of the disease. 

Twelve or fifteen cases have been reported in the children’s clinic, where 
they seem to improve by removal of the tonsils. I believe the condition is a 
polyneuritis, and suggest dermatopolyneuritis as a better name for the condition. 
Reports of the disease are practically new in this country. 

Dr. SwEItzER: This patient was given the benefit of tonsil removal, but 
apparently was not benefited. Tonsillectomy was performed about two months 
before coming to the hospital. Pediatricians see a great many more of these 
cases than other medical men. 

Dr. O’Lgary: I am particularly interested in Dr. Butler’s impression that 
erythredema is probably an entity of an infectious origin rather than a disease 
of dietetic deficiency. This same opinion had been expressed by pediatricians 
who have treated a fairly large series of cases. 


IcHTHYOSIS WITH BULLAE. Presented by Dr. SweEITzer. 


A woman, aged 30, unmarried, gave a history of having a dry hard skin since 
birth. She also had been afflicted with blisters on various parts of her body. 
At the time of presentation she showed a moderate degree of ichthyosis on her 
body. Her palms and soles presented a marked hyperkeratosis. Bullae were 
present on various parts of the trunk and extremities. These had been present 
as long as she could remember. Firm pressure and rubbing on any part of the 
skin would cause the top layer of the epidermis to rub off. This procedure left 
a moist area underneath. Two brothers were living and well. Three sisters 
were living, one had ichthyosis and blisters and two had normal skin. One 
sister who died at the age of 10 had had ichthyosis and blisters. The mother 
and father were first cousins. 
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Dr. SweEITzER: This is the first case of ichthyosis I have seen in which the 
skin could be rubbed off. When rubbed off, it leaves a moist area. The 
patient is in good health otherwise. 

Dr. Micuetson: I have examined the tissue in this case, and it presents a 
typical picture of ichthyosis; although I have frequently noted reports of bullae 
in ichthyosis, I have never seen a case in which the superficial epithelium could 
literally be wiped off. 

Dr. Orson: 1 saw this patient in June, and made a diagnosis of erythro- 
derma ichthyosiforme. The patient had marked hyperkeratoses of the palms and 
soles, erythroderma and bullous lesions. The occurrence of bullae in ery- 
throderma ichthyosiforme is not uncommon. 

Dr. Sweitzer: As soon as these bullae suddenly became pustular I gave 
her staphylococcus vaccine. The distinctive feature of the case is the fact 
that one can rub the skin off almost anywhere. 

Dr. Otson: MacLeod claims that the bullae are mild forms of impetigo in 
a specially susceptible skin. The bullous lesions in the patient presented cleared 
up rapidly under a mild ammoniated mercury ointment. 

Dr. O’Leary: This patient presented the picture of a mild erythroderma 
congenitale ichthyosiforme. The interesting feature of the case presented is 
the ease with which the epithelium may be denuded. The term “bullous 
ichthyosis” is a colloquialism for erythroderma congenitale ichthyosiforme, and 
is used by some dermatologists in reference to an impetigo superimposed or an 
ichthyosis vulgaris rather than to the entity this patient presented. 


Favus oF THE ScALp. Presented by Dr. Sweitzer. 
Herpes Zoster. Presented by Dr. SweirTzer. 


PAPULONECROTIC TUBERCULID. Presented by Dr. BUTLER. 


Mr. S., aged 35, was always in excellent health. He had no history of 
tuberculosis, and there was no family history of tuberculosis. The patient 
presented numerous papulonecrotic tuberculids on the arms and legs, and a 
few lesions on the body with many variola-like scars. The condition had 
existed for the past ten years, and had shown an occasional tendency to clear 
up. The patient had taken three injections of neo-arsphenamine, as suggested 
by Stokes, with considerable benefit. 


DISCUSSION 


Dr. Butter: This is a rather typical case, although the patient is an 
excellent physical specimen, with no history of tuberculosis. Stokes’ treatment 
with arsphenamine seemed to be beneficial, and there has been material improve- 
ment during the past ten days. I should like to know what experience others 
have had with arsphenamine in chronic papular tuberculids. 

Dr. FREEMAN: This looks more like a superficial folliculitis or furunculosis 
of a mild type. 

Dr. GAGER: I treated one patient three or four years ago with arsphenamine 
with marked benefit, and I! am under the impression that the patient must 
have been cured entirely as I have not heard any more from her. In the case 
presented I have seen only the lesions on the lower portion of the leg, but 
I think they are typical of chronic papular tuberculid. 
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Dr. Sweitzer: I am willing to accept Dr. Butler's diagnosis. I have used 
the sun lamp in my cases, and have noted marked improvement. One man 
was very sensitive to the lamp. He had been to other clinics, and finally I 
sent him to an internist, who discovered that the patient had a slight involve- 
ment of the lung and was given tuberculin. This patient was so sensitive that 
when he rubbed linament on his back there immediately appeared hundreds 
of acute papular tuberculids. 

Dr. O'Leary: We continue to have favorable therapeutic results with 
arsphenamine in the treatment of papulonecrotic tuberculids, as suggested by 
Stokes. As this type of tuberculid is likely to recur in the spring and fall, 
Dr. Stokes recommended giving arsphenamine shortly before the anticipated 
recurrences, if necessary, for three or four courses. The arsphenamine is not 
the sole factor in this form of nonsyphilitic therapy, but the removal of foci 
in teeth, tonsils or prostate is essential in addition to other general systemic 
measures to improve the patient’s general health. 

Dr. Sweitzer: If chronic papular tuberculid is really due to the tubercle 
bacillus and is benefited by arsphenamine, then one would think that other 
forms of tuberculosis would be benefited also. He said that he had tried treating 
erythema induratum with arsphenamine but had had no results. 

Dr. BuTLerR: Erythema induratum is removed from the tuberculid group. 
I think chronic papular tuberculid is not a tuberculous structure and that 
tubercle bacilli have not been recovered from the tuberculid. 

Dr. MicHEtson: Replying to Dr. Butler’s question whether a_ tubercle 
bacillus could be found in tuberculids and what the section showed: The 
tubercle bacillus had frequently been demonstrated, and biopsy in tuberculids 
often shows typical typical tuberculoid structure. 

Dr. Irvine: Under the discussion of therapy, I should like to report two 
cases: one that of a girl at the University Hospital —a decided blond — whose 
skin could not be tanned, and who had received treatment with light over a 
long period of time. She was given arsphenamine, and there was a great 
deal more improvement. The other case is that of a patient at the present 
time who has been given light treatment, but there has been a great deal more 
improvement with only part of a course of arsphenamine treatment. In the 
latter case, the arsphenamine had to be discontinued as the patient had a 
beginning dermatitis. 


Mycosis Funcores. Presented by Dr. IRvINE and Dr. TuRNACLIFF. 


A widow, aged 63, born in Sweden, presented granuloma on the buttocks, 
thighs and arms. The first lesions started one and a half years ago on the 
arm, and this was the extent of it until after an attack of “flu” last spring. 
rhe lesion on the buttocks and thighs then came rapidly. There was no history 
of any previous skin condition. When first seen in July there was some scale 
on the lesions, not very much itching, and they did not appear quite so much 
like granulomas. A biopsy did not confirm the diagnosis of granuloma 
tungoides. A complete physical examination, including blood, did not give 
ny information. The patient now presents a typical picture of granuloma 
fungoides, except that the lesions look just as if premycotic lesions had become 
granulomatous; there are no discrete lesions, but rather large plaques. There 
is no ulceration. One of the oldest lesions disappeared entirely with roentgen- 
ray treatment, and that is being used now. 
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DISCUSSION 


Dr. Irvine: Now the case looks more like granuloma fungoides. I tried 
the roentgen ray on one of the thickest plaques on the arm, and it disappeared 
entirely with 8 or 9 quarter unit doses at weekly intervals. One other on the 
back received full skin unit treatment, and it also disappeared. 


Dr. MicHELSonN: This case is rather extraordinary in that there has been 
no premycotic stage. I examined the tissue and found it hard to arrive at 
any decision. There is a decided verrucous change in the epithelium and a 
wide zone of infiltrate which ends sharply. In some respects the condition 
resembles verrucous lichen planus, but clinically the case is that of mycosis 
fungoides. 


Mycosis Funcomwes. Presented by Dr. GAGER. 


C. M., a man, aged 40, was first seen on Nov. 23, 1925. He had a skin 
eruption of three years’ duration. The entire body was covered with extensive 
infiltrated brick-red areas. These lesions were of irregular or circinate outline 
showing a tendency to peripheral spreading and an involution in the center. 
The surface of the skin over these areas was eczematized or even lichenified. 
On the inner part of the right foot there was a fungoid, dark red tumor, soit 
in consistency, 6 cm. in diameter. There were several of these tumors, smaller 
in size, scattered over the arms and on the shoulders. None of them were 
ulcerated; all were dull red or brownish. The serum Wassermann test was 
negative. There was an eosinophilia. The blood count was as follows: total 
100 cells, polymorphonuclears 63, lymphocytes 28, eosinophils 8, basophils 1. 


DISCUSSION 


Dr. Gacer: I used the roentgen ray about a week ago, and the patient has 
already seemed to improve. 


Dr. ARMSTRONG: The patient shown by Dr. Gager is the same patient that 
I presented to this Society in May, 1925. Up to that time the patient had 
treated himself with various advertised eczema salves. I explained to the 
patient that the disease was incurable, and with the patient’s consent I tried 
Coley’s toxin, but after the second injection, because of the pain its administra- 
tion caused, the patient did not return. A section made from material obtained 
by a biopsy at that time showed the typical pathology of granuloma fungoides. 
The disease had been present for two years in 1924, and at the time I saw 
him there was no tumor formation as at present. 


LICHEN CHRONICA SIMPLEX. Presented by Dr. SwEITZeEr. 


ARSPHENAMINE DerMATITIS. Presented by Dr. SweEITZeEr. 


About three months ago the patient noticed deeply reddish pigmented patches 
on the arms and back. This rash followed an injection of neo-arsphenamine 
and became more marked following other injections. Mercury did not have 
any apparent effect. The patient never used cathartics. 


DISCUSSION 


Dr. Sweitzer: I saw this patient for the first time or this date. I thought 
the lesions looked like a phenolphthalein eruption, but the patient gave no 
history of taking phenolphthalein for the last two years. This dermatitis 





SOCIETY TRANSACTIONS 583 


has appeared after a definite number of injections of arsphenamine. The lesions 
fade out between the injections and light up after each dose of arsphenamine. 


URTICARIA PERSTANS. Presented by Dr. BoreEEn. 


Miss H. S., aged 38, had an extensive papular nodular eruption on the 
face and over the extremities, which was of four years’ duration. The patient 
complained of extreme itching. 

DISCUSSION 

Dr. BorEEN: The unusual thing about this case are the lesions on the 
face. This is often seen on the extremities, but I have never seen a patient 
with so many lesions on the face. Dr. Boreen asked for suggestions as to 
therapy. 

Dr. SWEITZER: In the case he had shown at the Annual Meeting, the 
condition had been present for seven years. The lesions had not disappeared 
but the itching had been relieved by calcium lactate more than by anything 
else the patient had tried. 


A Case For Dracnosts. Presented by Dr. O'Leary. 


This patient was admitted to the Clinic one week previously. She gave 
a history of having had the present cutaneous lesions since April, 1925. The 
first nodule was noticed just above the left knee, and was followed three days 
later by the appearance of two more lesions higher up on the thigh. Three 
weeks later she developed new nodules on the opposite thigh, and in June one 
appeared on the flexure surface of the forearm. New lesions continued to 
appear until at the time of admission she presented lesions on both thighs, 


both arms, two on the trunk and one on the right cheek. The nodules at onset 
are painful and either become fluctuant within a week or ten days and break 
down or disappear spontaneously. The patient now presents lesions in the 
various stages of development. On the left hip there are three fluctuant 
masses each about 5 cm. in diameter with a slight amount of induration, no 
particular configuration, no sinuses, and with a free discharge of a serous 
material from one that was aspirated for culture. The original lesion just above 
the left knee, which was incised several months ago, has healed leaving tags 
in the scar but no sinuses. The patient’s general health has been good. The 
general examination showed no evidence of tuberculosis. The biopsy material 
showed no evidence of tuberculosis, and a Gram stained section for sporo- 
trichosis was likewise negative. A smear from the leg lesion showed no 
acid-fast bacilli, no organisms under the Gram stain. A culture for sporo- 
trichosis on dextrose, Sabouraud’s and Tartaric mediums were negative. 


DISCUSSION 

Dr. O'Leary: This case is presented for diagnosis. Our clinical impres- 
sions at the first examination were that the condition was either a cutaneous 
tuberculosis of the gummatous type and a sporotrichosis. The biopsy failed 
to reveal evidence of tuberculosis or a tuberculid, and a seven-day culture for 
sporotrichosis reported today is thus far negative. We plan to carry on further 
culture studies for sporotrichosis, including guinea-pig inoculation, and to start 
iodide therapy while awaiting the results of further cultural studies. 

Dr. MicHetson: I have only had a moment to look at the slide, and the 
chief change is at the lower portion of the section, so that possibly a deeper 
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section would throw more light on the case. It has features that closely 
resembled erythema induratum. I would suggest hospitalizing the patient and 
using no dressings. Darier-Roussy sarcoid should also be considered. 

Dr. Sweitzer: I wish to offer for consideration the diagnosis of nocardiosis. 
One lesion on the leg looked like those in a case of Dr. Odland’s that I saw. 
I think this condition is either a nocardiosis or a sporotrichosis. Tuberculosis 
was also a possibility in spité of the biopsy report presented. 

Dr. Butter: The condition suggested sporotrichosis to me because I have 
seen a case of generalized sporotrichosis in which the lesions did not follow 
the lymph channels. I think the fact that she has had this trouble only since 
April rules out tuberculosis, as I do not think one would get so much destruction 
in a tuberculous process in that time. 

Dr. FREEMAN: My impression is that of a tuberculous process. 

Dr. Otson: Bromoderma should be considered and the urine examined 
for bromine. 

Dr. O'Leary: The patient was questioned about drugs, but she said that 
she had taken none until the condition was treated as tuberculid by her home 
physician. 


ERYTHEMA MULTIFORME WITH BuLLAE. Presented by Dr. IrviNE and Dr. 

TURNACLIFF. 

A man, aged 75, with no previous skin eruptions, had a condition that started 
several weeks before presentation, with edematous papules on the shoulders, 
arms and legs. 

DISCUSSION 

Dr. InvinE: There are more bullae now than a week ago, and the other 
lesions have flattened out. The patient has been given salicylates for the 
past week. 


DERMATITIS ARTEFACTA. Presented by Dr. Boreen, 


A Case For D1tacGnosis. Presented by Dr. SHapPtRo. 


N. B., a girl, aged 10 years, on the outer surface of the left foot, where 
the dorsum turns into the plantar surface, had a linear condition reaching 
from the tip of the small toe back to the heel. The lesions were purplish red, 
slightly raised from the surrounding skin and somewhat rough and dry. The 
color is easily removed by pressure; there seems to be a sharp demarcation 
from the lesion to the normal skin; and no pustules and no scarring are to 
be seen. The patient said that the lesion itched at times. Biopsy has been 
taken and showed a chronic inflammation but nothing specific. 


DISCUSSION 


Dr. GaGER: My diagnosis is scleroderma en plaque. The child is now 
10 years old, and the lesion has been present since about 1918 or 1919. In 
recent years the lesion has not changed, although in the beginning it developed 
from the anterior portion of the foot toward the back. 


Dr. ButLer: I would rule Dr. Gager’s diagnosis out immediately because 
one can take this scar tissue and lift it from the subcutaneous tissues, which 
is impossible in scleroderma. I believe it is a hypertrophic scar keloid or 


linear nevus. 
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. Sweitzer: Dr. Butler has expressed my opinion in this case. 
. Irvine: I think this is nevus or scar rather than scleroderma. 
. FREEMAN: I agree with*Dr. Irvine. 
. Micuetson: I think it is keloid. 
Dr. Otson: My impression is that the patient has a linear nevus. 


AtopeciA AREATA. Presented by Dr. MICHELSON. 


A girl, aged 11, said that about a year ago all the hair on the crown of 
the head suddenly fell out and then gradually grew in again. At the time 
of presentation the calvarium had a growth of stiff hair. The line of demarca- 
tion between this new growth and the hair that did not come out was well 
defined. The patient was otherwise healthy. 


LicHEN PLANUS VERRUCOSIS. Presented by Dr. BoreEEN. 


Mr. B., aged 25, presented a large oval, sharply circumscribed raised lesion 
below the left patella situated transversely. The lesion was of ten years’ 
duration. There were a number of small papules above. Biopsy had confirmed 
the diagnosis. 


AcTINOMYCOSIS, INVOLVING THE SKIN OF THE FACE AND THE CERVICAL REGION. 
Presented by Dr. MICHELSON. 


A farmer, aged 42, said that two months before presentation the left side 
of his face began to swell with what he thought was going to be several boils. 
The swellings came to the surface, opened and discharged a small amount 
of yellow pus, but after drainage was established the regions continued to 
swell, and the inflammation became more painful. At the time of presenta- 
tion the skin and the subcutaneous tissue were firmly indurated, and there 
were numerous sinuses from which yellow pus could be expressed. The ray 
fungus had been demonstrated in direct smears. 


DISCUSSION 


Dr. Sweitzer: This patient recalled a patient whom I showed at the first 
meeting, with lesions over the abdomen and buttocks. The patient had been 
at the University Hospital and had received potassium iodide. I gave him 
sodium iodide, but it did no good. Lately I have tried roentgen-ray treatment 
once a week and the lamp, and I have given thymol twice a week. The patient 
now looks very septic and anemic and has not improved on any medication. 

Dr. O'Leary: At the Mayo Clinic these patients are treated by Dr. New, 
who recommends incision of the fluctuating areas, with liberal swabbing of 
tincture of iodine daily in the incisions. Drainage is maintained by iodoform 
gauze packs. The administration of potassium iodide in massive doses is 
continued for a long time. If there are no fluctuating areas, radium may 
soften some of the nodules and permit drainage. 


I LEPHANTIASIS OF THE PENIS AND Scrotum. Presented by Dr. MICHELSON. 


A youth, aged 18, said that until three months previously he had had a 
y 


hancre on the early lamella of the prepuce, which had been treated by 
njections of neo-arsphenamine. Shortly after treatment was instituted the 
entire shaft of the penis began to swell, and at the time of presentation was 
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about 2% inches (6.2 cm.) in diameter. It was red and swollen with a type 
of inflammation in which no indentation could be made with ordinary pressure. 
The scrotum was much enlarged and tense, with the same firm induration. 
Gonococci were found in a urethral smear. He had received twelve injections 
of neo-arsphenamine and six of bismuth, but the swelling was gradually enlarg- 
ing. The Wassermann test was now negative. 


DISCUSSION 


Dr. Sweitzer: Will Dr. Gingold report on a case which has been in the 
hospital ? 

Dr. Grincotp: Patient Dr. Sweitzer mentioned was in the hospital about 
two years ago. He had marked edema, perhaps much more extensive than 
in the case just shown. The man had come into the hospital because of 
marked cystitis, and there had been a question of whether or not the condition 
was pyogenic. There was no history of syphilis. The patient died from another 
condition. 

Dr. Orson: I recently had a patient with chancre of the penis associated 
with marked edema. I gave him ten injections of neo-arsphenamine followed 
by mercury and bismuth, and after a rest period the induration and edema 
reappeared at the site of the original sore. I think the edema in Dr. Michelson’s 
patient is due to the streptococcus, as the scrotum is extensively involved and 
the patient has gonorrhea. 

Dr. Sweitzer: I think the gonorrhea has a good deal to do with this 
case. One could almost consider that syphilis might be barred out since the 
patient had received so much antisyphilitic treatment. 

Dr. MicHetson: Elephantiasis in these parts is pathologically the same 
regardless of the causative agent, and in this patient the presence of both 
syphilis and gonorrhea makes it difficult to state which is the single causative 
agent. 

Dr. O’Leary: Because of the frequency with which this type of lesion 
makes its appearance while the patient is receiving antisyphilitic treatment 
and usually in the patient with acute syphilis, we have felt that the chronic 
edema is the result of the lymphangitis and adenitis. The edema in itself is 
therefore not syphilitic but the result of obliterative changes in the lymphatics 
and glands. Gonococci or other cocci may be factors in a lymphatic system 


di d by syphilis. 
a a D. D. Turnactiirr, M.D., Secretary. 





MANHATTAN DERMATOLOGICAL SOCIETY 
Regular Meeting, Dec. 8, 1925 


Grorce C. AnprREws, M.D., Chairman 


TINEA AND PARAPSORIASIS. Presented by Dr. Rosen. 


A girl, aged 7 years, came to the Vanderbilt clinic one day prior to pre- 
sentation. She had two distinct types of lesions. One was a sharply circum- 
scribed vesicular and squamous lesion on the back of the neck with a tendency 
to clear in the center. Microscopic examination of some of the scales from 
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this lesion revealed numerous spores and mycelia. The other eruption was 
of six weeks’ duration, appearing on the trunk, upper and lower extremities, 
anterior and posterior. The size of the lesions varied. Some were small as 
a lentil and others as large as a ten cent piece. They were superficial, scaly 
and brownish red. The scale over some of the lesions gave the appearance 
of atrophy. There was no involvement of the elbows, knees, scalp or face. 
No subjective symptoms were present. 
DISCUSSION 


Dr. WIsE: The patient should be watched for several weeks before a 
definite diagnosis is made. However, from my brief observation at this presen- 
tation, I would diagnose the condition as psoriasis guttata rather than as 
parapsoriasis. 

Dr. PAROUNAGIAN: I agree with the diagnosis as presented. I do not 
think that the existence of the tinea on the neck should make any difference 
in the diagnosis of the eruption on the trunk. I do not think the patches are 
large enough for psoriasis guttata. 

Dr. Levin: The patient has a lesion on the neck which I cannot believe 
is of only four days’ duration. It is too large, shows scaliness in the central 
part and vesiculation on the border. As for the lesions on the body, there are 
three possibilities: (1) I do not think it is psoriasis, because the scaling and 
color are not typical, nor are the lesions sharply defined. (2) The super- 
ficiality of the lesions suggest parapsoriasis. Against this diagnosis, however, 
is the duration. (3) I think the whole thing would fit into a picture of tinea 
trichophytica. It shows the scaling patches and papules suggestive of ringworm. 

Dr. Becuet: I agree with Dr. Levin. The lesion on the neck seems older 
than four days. 


Dr. Ocus: I do not agree with Drs. Levin and Bechet, because I feel that 
although the lesion is rather large for so short a time, the mother would 
certainly know the duration since she watched the child closely. I think the 
rest of the eruption is a beginning parapsoriasis and not a ringworm, and 
that the tinea is accidental. 

Dr. SATENSTEIN: I have found both mycelial threads and spores in the 
lesion at the occipital hair line. The mother said that when she noticed the 
patch four days before it was the same size as when presented. That the 
lesion was of only four days’ duration would be contrary to clinical experience. 
The lesion evidently has been present for some time and had attained its 
present size before it was noticed by the parent. Some of the body lesions 
suggest pityriasis rosea and others suggest psoriasis. Similar instances are 
reported in the British literature in cases of trichophytides, which would be 
my diagnosis. 

Dr. Rosen: I do not see how a diagnosis of lichen trichophytid can be 
made in this case. The type of lesion, the color, the scales are all strongly 
suggestive of parapsoriasis. The diagnosis of parapsoriasis should be taken 
into consideration. The patient should be watched and treated and a definite 
diagnosis decided on depending on the results of therapy. 


PityRIAsIs RosEA OR PARAPSORIASIS. (PAPULONECROTIC TUBERCULIDS?) Pre- 
sented by Dr. Ocus. 


A girl, aged 18 years, said that she had had the lesions which she pre- 
sented almost from birth. She had received all kinds of treatment without 
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effect. She came because of the new lesions which appeared in addition to 
the well marked pityriasis rosea for which she originally had come. The 
tuberculids began as small papules without any inflammation. The eruption 
was slightly itchy, and the papules quickly came to a head, after which there 
was a central depression which left a scar. The lesions covered the arms, legs 
and chest. The patient also had a slight scaly eruption of the arms, chest and 
back. 
DISCUSSION 


Dr. Gitmour: I believe the condition is psoriasis. There are fine, silvery 
scales. 

Dr. Levin: I believe the condition is parapsoriasis. The eruption is gen- 
eralized, superficial and scaly. Some of the lesions also suggest papulonecrotic 
tuberculids. 

Dr. Becuet: I believe it is psoriasis. Some of the lesions resemble papulo- 
necrotic tuberculids, but this is probably due to excoriations from scratching. 
Psoriasis is occasionally very itchy, and the presence of marked itching in 
this case does not preclude that diagnosis; it is, however, against the diagnosis 
of parapsoriasis, as the latter disease never itched. 

Dr. Rosen: I think the brownish color of the lesions favors the diagnosis 
of parapsoriasis. 

Dr. SATENSTEIN: I believe the crusted lesions are due to scratching. The 
wrinkling which is common in parapsoriasis is not present. I am in favor 
of a diagnosis of psoriasis. 

Dr. Etter: The history of a recurrent eruption would favor psoriasis 
rather than parapsoriasis. ' 

Dr. Ocus: I have observed this patient for more than two years, and I 
have never seen anything on her skin which was typical or suggestive of 
psoriasis. I could never get the bleeding point when I picked off the scales. 
She has had the eruption since birth, and the mother says that it has never 
cleared up. In psoriasis the eruption usually clears up at some time, only 
to recur. In my two years’ observation, I have never seen the skin clear. | 
therefore cannot accept a diagnosis of psoriasis. In the daylight slight scars 
can be seen on the arms and legs, and in these places I think the lesions 
look distinctly like papulonecrotic tuberculids. Not only the superficial 
cicatrices, but also distinct tuberculids can be observed. 


XERODERMA PIGMENTOSA. Presented by Dr. ANbDREWwSs. 


A girl, aged 12 years, was the only child in the family. Her parents 
were living and well. No other relative was ever so affected. Her mother 
said that she first noticed dark freckles on the child’s face at 18 months of 
age, and at 4 years of age, sores appeared on the nose. Later her right eye 
began to “burn.” She received treatment by salves without benefit. The 
sight in her right eye became impaired, and the left eye was nearly blind. 
When she came to the clinic six months ago she had a large pedunculated tumor 
hanging from the right lower eyelid. This was treated with radium. She now 
has numerous deeply pigmented spots on the face, neck, forearms, and hands 
and legs, a few small epitheliomas in the face and impaired vision. The 
patient developed photophobia. Blood chemistry and endocrine examinations 
revealed no abnormalities. 
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DISCUSSION 


Dr. ANDREWS: The patient has improved a great deal under treatment with 
Lassar’s paste and lotions containing bismuth subnitrate. I have also used 
an ointment containing a substance which is supposed to protect the skin from 
actinic rays. All agreed with the diagnosis. 


LYMPHANGIOMA TUBEROSA MULTIPLEX. Presented by Dr. OULMANN. 


A colored woman, aged 35, born in San Domingo, presented pinhead lesions 
on the nose and eyelids. There were a few small tumors on the cheeks, which 
had fulgurated. There were some lesions on the lips and on the back of the 


neck. 
DISCUSSION 

Dr. McKee: I think the condition is miliary tuberculosis cutis. The 
lesions are infiltrated papules. 

Dr. WisE: I agree with Dr. McKee that it is miliary tuberculosis cutis. 

Dr. Rosen: I think it is a disseminated miliary lupoid. At one corner 
of the face there is a soft nodule which I think can be easily penetrated with a 
toothpick. 

Dr. SATENSTEIN: I have seen similar cases which have been diagnosed as 
lupus disseminatus miliaris and microscopically proved to be benign cystic 
epitheliomas. I am not prepared to make a positive clinical diagnosis without 
further study of the lesions. Microscopic diagnosis, disseminated miliary tuber- 
culosis. 

Dr. ANDREWS: Benign cystic epitheliomas or disseminated miliary lupus 
are possible diagnoses, but I would also suggest the possibility of leprosy. 
There are distinct nodules about the nose, and a nasal discharge. The lesions 
are the color of those of leprosy. The ulnar nerves are large. A biopsy is 
necessary in this case in order to arrive at a definite diagnosis. 


HopGktn’s DiseAsE (Pius ErytTHEMA MULTIFORME). Presented by Dr. 
ANDREWS. 


C. G., a boy, aged 6, had his tonsils removed four years before presentation 
in order to remedy his habit of mouth breathing. One year ago swollen glands 
appeared in his neck. One of these was excised and showed a chronic granuloma 
of plasma cells, lymphocytes and one or two probable giant cells with some 
eosinophils and slight fibrosis. The pathologic report stated that the condition 
was not lymphosarcoma but a chronic granuloma suggestive of Hodgkin's dis- 
ease. A second biopsy showed the specimen to consist of a mass of lymphoid 
tissue markedly infiltrated with eosinophils. There was little fibrosis, but 
there was a moderate number of large cells, probably derived from the 
reticulum. There were also a few larger cells with one or two large nuclei 
or nucleoli suggesting the Dorothy Reed type of giant cells. Two small areas 
in one section showed a definite increase in fibrous tissue. The blood count 
in December, 1924, was as follows: red blood cells, 3,700,000; white blood cells, 
7,000; polymorphonuclear leukocytes, 77; large lymphocytes, 10; eosinophils, 2; 
hemoglobin, 75 per cent. Roentgen-ray therapy was administered to the neck, 
with the result that the nodes regressed. Four months after the appearance 
of the swollen glands in the neck an intense generalized pruritus began. This 
was particularly severe and persistent under the knees, and has continued 
for the past eight months. Three months ago, superimposed on the pruritis, 
there was manifested a generalized erythematous eruption with circinate and 
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gyrate lesions on the buttocks, thighs and arms, displaying the various colors 
seen in erythema multiforme. Also there were numerous vesicular and pustular 
lesions about the right axilla and neck. Under colon irrigations and careful 
diet, these lesions improved. The involution was followed by depigmented 
spots. A blood count taken at this time was practically the same as the 
previous count. The eruption had recurred and has been persistent within 
the past month, with bullous lesions under the right arm. Because of its 
persistency in spite of careful treatment, the case is presented as an instance 
of toxic eruption in Hodgkin’s disease. 


DISCUSSION 


Dr. Mount: I agree with the diagnosis as presented. I have often seen 
toxic eruptions associated with Hodgkin’s disease. I have seen in the same 
patient, associated with Hodgkin’s disease, bullous lesions and signs of urticaria 
and also intense pruritus without any eruption. 

Dr. ANDREWS: It seems to be distinctly a toxic eruption because it cleared 
up very well under colonic irrigations and elimination treatment. 


ADENOMA SEBACEUM. Presented by Dr. ANprREws. 


This patient was previously presented at the Academy of Medicine, in 
November, 1925. I wish to show the improvement in the lesions after treat- 
ment with endothermy, especially the fact that small lesions beneath the 
epidermis with real involvement of the derma can be removed by endothermy 
without scarring. 


DerRMATITIS Factit1A. Presented by Dr. BEcHET. 


J. A., an Italian, aged 40, from Dr. Aitken’s service, said that some time 
previous to the present eruption, he had fractured several ribs. Close question- 
ing elicited the fact that he had collected considerable insurance for this 
accident. He said that the eruption had begun three years previously, shortly 
after the fracture of his ribs. It consisted of sharply outlined, irregular, 
clear-cut, severe burns on the accessible parts of the body. On the upper 
part of the back several of the lesions were linear-like where the acid, or 
whatever cauterizing agent had been used, had run down by gravity. The 
patient emphatically denied that the lesions were self inflicted. 


DISCUSSION 


Dr. Ocus: I think that phenol applications have been made. I observed 
one other case of the same kind in a woman. While in the Lebanon Hospital 
where she could not obtain phenol, the lesions healed. However, at one time 
when she did get some phenol, she poured it quickly down her back, and there 
were distinct cauterized streaks wherever the acid touched the body. All 
lesions were distinctly circular, corresponding in size and contour to the mouth 
of the bottle. 

Dr. Becuet: It seems to me that the lesions are too deep-seated to have 
been caused by phenol. It is not usual to observe such deep crateriform effects 
from the application of phenol to the skin. 

Dr. Ocus: Phenol, when mixed with water, will produce such a deeply 
cauterized effect. Pure phenol will not cause any scars or cicatrices, even 
though neutralized with alcohol, but if impure or diluted, bad effects will 
follow. 
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XANTHOMA TUBEROSUM MULTIPLEX. Presented by Dr. ELter. 


I. B., a man, aged 34, single, admitted to the clinic Nov. 10, 1925, first 
noted small red papules on the left styloid process, three years ago, since 
which time other lesions appeared. There were no subjective symptoms. He 
had jaundice two months ago, and, according to the patient’s statement, he 
showed high blood sugar content. At the present there is no sugar abnormality. 
He has lost 22 pounds (10 kg.) during the past four months. A reduced carbo- 
hydrate diet has not changed the lesions. Over the extensor surface of the 
elbows, dorsum of the wrists, knees, ankles, buttocks and adjacent portion of 
the thighs, there were numerous tumors and plaques, the plaques being formed 
by a coalescence of small papules. These tumors varied in size from 4 mm. 
to 1% and 3 inches (3.7 to 7.6 cm.) in diameter. They were firm in con- 
sistency, freely movable under the skin, dark red to deep yellow, especially 
when tension was made over the elbows, and composed of numerous globules. 
Numerous telangiectatic blood vessels were seen over the surface. 


SECONDARY SYPHILIS WITH AN INTERESTING ERUPTION PRESENTING TUBERCLE OF 
MIBELLI. Presented by Dr. PAROUNAGIAN. 


R. S., aged 38, born in Ireland, was exposed in May and June, 1925, and 
presented a scar of chancre on the prepuce and marked roseola of unusual 
type. Shortly before coming to the Bellevue clinic, he had received two 
arsphenamine and one mercury injection elsewhere. Examination of the mouth 
revealed a typical example of tubercle of Mibelli, high vault and imperfect 
hair line. His Wassermann specimen was taken on the afternoon of presentation. 


Davip L. SATENsSTEIN, M.D., Secretary. 





PHILADELPHIA DERMATOLOGICAL SOCIETY 
Regular Meeting, Dec. 14, 1925 


J. F. Stokes, M.D., Presiding 


Erosio INTERDIGITALE BLASTOMYCETICA. Presented by. Dr. WHITE. 


Mrs. J. S., aged 36, had had itching between the third and fourth interdigits 
of the right hand for four years, beginning in 1919. She had been given medi- 
cine internally, and the itching stopped; after two years it began again and 
lesions appeared in the present form. She washed dishes daily, for a family 
which includes five children. Since she has stopped washing dishes, and began 
using rubber gloves when her hands were to be wet, the lesions have been 


improving. 
DISCUSSION 

Dr. Stokes: I invite therapeutic suggestions. 

Dr. SCHAMBERG: I agree with the diagnosis on the clinical appearance of 
the lesion, but I think that such a diagnosis should be made with reservation 
in view of the failure to find the yeast. I think that repeated examinations 
should be made. In analogous conditions of the toes in which repeated exami- 
nations are negative, the fungus is present. The lesions may be caused by 
continued irritation between the fingers due to soap and lye. 
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As to treatment, | would suggest 5 per cent silver nitrate once or twice daily, 
with the protection of the hands from wetting by the use of heavy and loose 
rubber gloves. 

Dr. WALKER: Some years ago in an industrial plant where workers had 
their hands in water constantly, numerous cases like this one appeared. Many 
remedies were tried, with the final adoption of a solution of boric acid, zinc 
and sulpho-ichthyolate preparation, in either camphor water or tap water. 

Dr. WEIDMAN: Much material from the fingers and toes has been examined 
and cultured, with no results. Before giving an opinion of the percentage of 
cases of analogous conditions, particularly of the toes, in which a fungus is 
the cause, I should like to observe a little longer. Perhaps we have gone a 
liitle too far in assuming too frequently that an eczematoid state of the fingers 
and toes is due to ringworm, for in a large proportion of cases we are not 
successful in finding the fungus even on repeated examinations. In such cases, 
a culture should be taken. Only last week, a ridiculous sort of mycelium was 
found in one culture, and it could not be found in subsequent examinations 
or cultures. It was doubtless a saprophyte. In some cases, as a result of 
therapeutic measures, the fungus is in abeyance and in such cases it might 
be a good plan to apply dressings containing glucose to favor the growth of 
the fungus. Perhaps this application would cause the growth of the fungus 
into a more vegetative phase, in which it would be more vulnerable to therapeutic 
applications. 


A Case ror Dracnosts. By Dr. Wuirte of the University of Pennsylvania. 


B. M., colored, aged 28, married, a laborer, was referred on account of 
the swollen knees and general adenopathy. The inguinal glands had been 
enlarged for eight months. The right knee had been enlarged for two weeks; 
the left knee had been swollen last winter, and was again swollen when pre- 
sented. The right epitrochlear was larger than the left. The right cervical 
lymph nodes were larger than the left. He had a cough, loss of weight, pro- 
ductive sputum and night sweats. Thus far, sputum was negative. The 
Wassermann test was negative twice. Chest examination on physical examina- 
tion revealed an acute bronchitis. The patient also had dermatologic lesions, 
especially on the flanks. The blood counts were negative. The patient has 
grouped follicular lesions in each flank and while quite pronounced further 
diagnostic opinion is sought. 

DISCUSSION 


Dr. SCHAMBERG: I do not believe it is possible to make a definite diagnosis 
at the present time. The eruption is follicular, grouped, with very small eleva- 
tions. Generalized tuberculosis and Hodgkins’ disease must be considered, but 
in neither event would the eruption be associated with the adenopathy and 
arthritis. The elevation is hardly sufficient to make a diagnosis of lichen 
scrofulosorum, and the negative Wassermann test does not exclude syphilis 
entirely. 


Dr. StoKES: Some years ago in Chicago a patient was shown as the end 
result of a condition such as the one presented. He had the huge adenopathy of 
Sternberg’s tuberculosis. At various times during the preceding four years 
he had had the various tuberculids. We had agreed that this case was lichen 
scrofulosorum, associated with glandular tuberculosis, in a young man. The 
presence of the spines in the follicles is interesting, and has been seen in 
patients with tuberculous joints. The character of the eruption makes us 
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ponder. Roentgen-ray treatments of the thorax were given for mediastinal 


elandular enlargements. 

SUPPLEMENTARY Note: Sections subsequently made showed extensive miliary 
and conglomerate tubercles in the cervical lymph nodes. In the skin, like- 
wise, a perfectly typical miliary tubercle appeared directly under the epiderm, 

-Langhan’s giant cells, endothelioids, and slight necrosis between the latter. 
The histology was that of tuberculosis. 


\ CASE FOR DIFFERENTIAL D1AGNosis. By Dr. DENGLER. 


J. C., aged 45, laborer and gardener, an Italian, who had been in America 
for twenty-three years. Ten years before presentation he noticed a dusky weal 
on both legs. Later he had myalgia in both arms, only at night. Three or 
four years ago his hands became swollen and reddened; the fingers were flexed, 
giving the claw hammer appearance. At that time there was numbness, which 
had continued. The face had a leonine appearance —the normal ridges on the 
skin were exaggerated. The eyelids and eyebrows were devoid of hair. He 
had had nodules over the brows, which had disappeared within the past three 
weeks. He had partial anesthesia over the extremities. He had ulcers on 
the lower third of the right leg, inner side of the right foot and on the fourth 
toe. He had bullae on the outer side of the right foot. There were ulcers 
on the lower third of the left leg and outer side of the left foot. He had 
enlarged inguinal and epitrochlear glands, and the ulnar nerves were thickened. 
There were nodules over the right rectus muscle. He had hyperkeratosis of 
the soles. The Wassermann test was not. reported. Smear from the nose 
showed an acid-fast bacillus, which was not typically that of Hansen. He 
had a history of a chancre twenty years before. His hands and feet were 
frostbitten. 

Hansen’s disease, tertiary syphilis and Raynaud’s disease were considered — 
possibly a combination of these. Hansen’s disease was the diagnosis made 
by the presenter. 

DISCUSSION 

Dr. WEIDMAN: I wish to add another disease which had to be eliminated 
-leukemia cutis. I saw several cases in New York which looked like Hansen’s, 
but I agree with the diagnosis in this case presented. 

Dr. DeENGLER: A blood count has not been made. I want an opinion as 
to whether or not the patient has Hansen’s superimposed on syphilis. 

Dr. SCHAMBERG: I agree that this is Hansen’s disease. The patient has 
perforation of the nasal septum, commonly seen in leprosy as well as in syphilis. 
The ulcers on the feet and legs are probably trophic. I consider this case 
a mixed anesthetic and nodular type. All of the symptoms can be explained 
by Hansen’s disease, but of course syphilis must be considered. 

Dr. WEIDMAN inaugurated the discussion as to the quarantine. 

Dr. SCHAMBERG: I have repeatedly urged that the law in Pennsylvania 
requiring quarantine of these patients should be repealed, though all those 
with open ulcers should be segregated; those without open ulcers should be 
under the surveillance of the department of public health. I do not think it 
is kind to tear these people away from their families. The argument used 
against changing this quarantine law was that one change in the present 
statutes would upset the whole medical system of laws. The present day 
treatment of the leper is a relic of ancient times, and the public has not been 
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properly instructed that leprosy is but feebly contagious. Even the mere 
announcement that a leper is present is almost sufficient to create a panic. 

Dr. WEIDMAN reported on the Filipino with leprosy who was shown at a 
former meeting. He was transferred to the Municipal hospital and kept for 
many months, though his lesions had all closed. 

Dr. DENGLER: What about the danger of infection to the immediate family 
of the leper? 

Dr. Stokes: In Minnesota, cases of leprosy had appeared in native 
Americans —a mother and her two young children developed it. And one 
has only to see those cases to become much more stringent as to the segrega- 
tion of lepers. Such strict methods as are used in the Scandinavian countries 
has remarkably reduced the incidence of the disease. Family contact is not 
to be thought of lightly in view of the fact that we do not know how this 


disease is transmitted. : 
Carrot, S. Wricut, M.D., Secretary. 





DETROIT DERMATOLOGICAL SOCIETY 
Regular Meeting, Dec. 15, 1925 
Howarp J. Parkuurst, M.D., Presiding 


ERYTHEMA ToxicuM. Presented by Dr. ANprEw P. BIDDLE. 


C. H., a man, aged 59, unemployed, presented a generalized erythematous 
maculopapular eruption of one week’s duration, with purpuric elements and 
considerable pruritus. It had first appeared on the day after the patient had 
drunk a certain kind of synthetic gin, which was considered to be the causative 
factor. No other cause could be found. 


DERMATITIS MEDICAMENTOSA (PHENOLPHTHALEIN). Presented by Dr. Brppie 


A jewish salesman, of middle age, had had an eruption for two days. It 
consisted of large coin-sized to palm-sized erythematous plaques, round and 
sharply outlined, and slightly infiltrated. They were fairly numerous and 
scattered over the trunk and extremities. They had appeared following the 
ingestion of Phenolax tablets, and were said to have resembled an eruption 
which he had had one year previously after taking Phenolax. 


Lupus Vutcaris? Presented by Dr. A. E. ScHILLEr. 


Mrs. A. P., aged 43, had first noticed a lesion on the right leg during her 
childhood; it had continued, with occasional exacerbations and remissions, 
until she was 28 years old, when it was excised, a scar persisting. Five 
years before the time of presentation, a new lesion had appeared on the right 
leg, and two years later, one on the right arm. In each location there was 
a palm-sized circinate patch with scarred center, with deep pea-sized 
erythematosquamous nodules at the periphery. Some of the nodules on the 
leg had broken down. During the previous two months, neo-arsphenamine 
and bismuth had been administered without benefit. A biopsy examination 
had been made in Toronto, and a diagnosis of lupus vulgaris had been made. 
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DISCUSSION 


Dr. Ketm: I could find no apple-jelly nodules in the lesions, and made 

tentative diagnosis of syphilis. 

Dr. BARTHOLOMEW: The therapeutic test apparently has been conclusive 
in this case. It is extraordinary. 


ErYTHEMA NoposuM; MAcULAR SyPHILip. Presented by Dr. A. E. SCHILLER. 

I. L. S., a young woman, aged 19 years, presented numerous tender 
erythematous nodules on the legs, of three months’ duration, and a generalized 
copper-colored small macular eruption, present for one week. There was a 
history of recent sore throat and arthritis. The Wassermann reaction was 
strongly positive. 

DISCUSSION 

Dr. JAMIESON: I agree with the diagnosis of erythema nodosum, although 

the duration was longer than usual. 


LICHEN PLANUS IN A NEGRO. Presented by Dr. W. G. WANDER. 


Mrs. O. J., aged 51, presented an intensely pruritic eruption of small 
polygonal violaceous papules on the thighs and back, of eight months’ duration. 


EtrioLoGy OF JUXTA-ARTICULAR NopuLtes. VicGo GENNER, Ann. de dermat. 

et syph. 6:675 (Nov.) 1925. 

In the Dutch East Indies, the author treated about 2,000 patients who 
had frambesia, using neo-arsphenamine with promptly beneficial results. There 
was no syphilitic infection, and no children were affected. Studies were made 
of between thirty and forty patients, all natives, presenting nodosities in 
conjunction with their infection. The response to neo-arsphenamine was 
favorable in all. The nodules seemed to appear at traumatized points, espe- 
cially the ankles. Histologic study showed the presence of a granulomatous 
structure, but special staining failed to reveal the presence of spirochetes 


in the nodules. 


KELOIDAL PSEUDOLEUKOPLASTIC LYMPHOGRANULOMATOSIS: THE LYMPHOGRANU- 
LOMATOUS CHANCRE. A. Nanta and L. CHATELLIER, Ann. de dermat. et 
syph. 6:682 (Nov.) 1925. 

The authors treated a man with an old syphilitic infection for lingual 
leukoplakia, without success. Later, radium was applied, and the patch dis- 
appeared. Several weeks later, lymph node enlargement ensued; an axillary 
lymph node was examined, and sections of the old lingual patches ; the histologic 
diagnosis was lymphogranulomatosis. In a girl, aged 20, an inflammatory 
swelling of the dorsum of the hand, of ten years’ duration, was found to be 
lymphogranulomatous, and also a lymph node which had subsequently enlarged. 
These so-called primary lesions are polymorphous and hard to diagnose. 


ParRKHuRST, Toledo, Ohio. 
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